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ABSTRACT 
Substance abuse is rapidly and steadily becoming the highest behavioral health concern 
in the United States (SAMHSA, 2012). The impact of substance abuse is especially evident in 
the criminal justice system. Although an estimated 45%-53% of people who are incarcerated 
meet criteria for a substance abuse disorder, only one-fifth of these individuals receive treatment 
(NIDA, 2006; Welsh & Zajac 2004). Possible reasons for the dearth of services includes 
correctional settings’ limited ability to fund behavioral health programs as well as lack of 
appropriate training in implementing evidence based treatment. The current study examined the 
utility of a low-cost, single-session intervention (SIDE) in promoting readiness for change by 
using therapeutic confrontation. The sample consisted of 33 incarcerated men who were 
randomly assigned to one of two treatment conditions: a standard psychoeducation and process 
group (i.e., SIDE-S) and a similar condition that included confrontation exercises (i.e., SIDE-C). 
In contrast to previous findings that suggest that confrontation is ineffective and harmful (e.g., 
Miller & Rose, 2009), results from this study further support the assertion that therapeutic 
confrontation can be effectively used to promote readiness for change (Clark, 2012; Polcin, 
2003). Implications for the clinical use of therapeutic confrontation as well as future directions 
for research are discussed. 
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CHAPTER 1 
 
INTRODUCTION 
Background 
It is estimated that, by the year 2020, substance use disorders will be the biggest health 
concern worldwide. In the United States alone, 23.1 million people need treatment for substance 
use disorder (SAMHSA, 2012). Although the impact of alcohol and drug addiction is seen across 
social sectors in the U.S., it is particularly evident in the criminal justice system. National 
surveys indicate that between 45%-53% of incarcerated people meet criteria for a substance use 
disorder, with only one-fifth of this population receiving treatment (NIDA, 2006; Welsh & Zajac, 
2004).  
The empirical and theoretical literature on substance abuse treatment in correctional 
settings proposes two main arguments for explaining incarcerated people’s lack of treatment 
utilization: cost/length of treatment and level of readiness. First, substance abuse treatment 
options are inaccessible for some correctional facilities with limited financial budgets (SAMHSA, 
2012; Taxman, Perdoni, & Harrison, 2007). The most common substance abuse treatment 
options in correctional settings are individual or group counseling and therapeutic communities 
(e.g., SAMHSA, 2005; Taxman,Young, Wiersema, Rhodes & Mitchell, 2007; Wexler, Burdon, 
& Prendergast, 2005), but these options, even short-term ones, can also be costly and lengthy 
(Taxman, Perdoni, & Harrison, 2007). Brief interventions often entail 6-8 sessions, making them 
impossible for incarcerated people who are in short-term detainment centers to attend and 
successfully complete (Center for Substance Abuse Treatment, 2005). However, even if 
treatment options are available, the incarcerated person might not have adequate motivation to 
engage in treatment (Harrell et al., 2013; Prochaska, 2008).  
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The literature on readiness is substantial and argues that, for substance abuse treatment to 
produce behavioral change, the person’s level of readiness needs to match the treatment (Pollini, 
O’Toole, Ford, & Bigelow, 2006; Prochaska, 2008). Ironically, the two clinical frameworks that 
are most prevalent in the readiness literature, motivational interviewing and to a lesser extent, 
confrontation, contradict each other. Motivational interviewing (MI) is an evidence-based 
practice that is commonly used in substance abuse treatment, particularly in correctional settings 
(e.g., Alexander, VanBenschoten, & Walters, 2008). Despite its clinical effectiveness in 
promoting readiness for change, MI places a strong emphasis on facets of client-centered theory 
(e.g., the therapeutic relationship), which can take several sessions to develop (Miller & Rollnick, 
2002). Confrontation, on the other, hand, is not considered an evidence-based practice. In fact, 
consensus about its use has not been reached. While some scholars regard it as an ineffective 
practice, others argue that it can be a powerful therapeutic tool for quickly and effectively 
increasing readiness provided that it is used in conjunction with fundamental counseling skills 
(e.g., Clark, 2012) as long as it is used in conjunction with counseling skills (e.g., conveyance of 
empathy, positive regard) (Polcin, Galloway, & Greenfield, 2006). Thus, instead of designing 
interventions that rely solely on motivational interviewing, confrontation might be a more 
effective way of increasing people’s attention, and by extension, their readiness in brief 
interventions. I 
 Interventions, consisting of as little as a single session, have started to garner attention for 
their effectiveness, often exceeding lengthier and more intensive approaches (Bien, Miller, & 
Tonigan, 2000; Tait & Hulse, 2003). Data suggest that single-session substance abuse 
interventions are particularly ideal for settings like jails, which do not have the means to 
establish a substance abuse treatment option. For example, Davis (2003) found that previously 
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incarcerated people who had received brief substance abuse interventions before their release 
were more likely to continue seeking treatment following completion of their sentence. Another 
study examined the influence of a brief substance abuse intervention on incarcerated men’s 
recidivist behaviors post-release (Center for Substance Abuse Treatment, 1999). These findings 
show an overall reduction in recidivism, particularly for those people who had co-morbid 
diagnoses (e.g., substance abuse and depression). A person will be more persuaded to change if 
he or she has processed the information in a way that is both relatable and personally meaningful 
(Fishbein et al., 1980; Stephens et al., 2008). In light of the personal and directive nature of the 
confrontation approach, it can potentially enhance a participant’s willingness to engage more 
fully in an intervention.  The use of confrontation in single-session or brief interventions, 
however, is often bypassed in favor of standard intervention approaches like MI.  
Rationale 
  Cost-effective interventions are needed to address the needs of incarcerated men who 
struggle with substance abuse concerns. Although there is growing evidence for the effectiveness 
of MI (e.g., increasing readiness for change), promising theoretical and empirical data suggest 
that the use of therapeutic confrontation may increase readiness for change especially with brief, 
single-session interventions.  
Purpose of the Study  
The purpose of this study was to provide a formative evaluation of a brief, single session 
substance abuse intervention, SIDE. SIDE (Substance Abuse, Impact, Discussion, Education) is 
a three-hour intervention designed to increase incarcerated men’s level of readiness for treatment. 
There are two versions of the intervention, SIDE-S and SIDE C. SIDE-C incorporates multiple 
teaching methods (substance abuse psycho-education, personal reflection, group discussion, 
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customized report feedback) to increase readiness; SIDE-C includes all of the components used 
in SIDE-S in addition to confrontation exercises. A pre-test/post-test experimental design was 
used to test whether the SIDE-C condition produces greater change scores on readiness for 
change compared to the SIDE-S condition.  
Research Questions and Hypotheses 
The research questions and hypotheses for the study are listed below: 
Experimental Study Questions 
• Research Question # 1: Did the SIDE Workshop influence participants’ readiness for 
treatment?  
o Hypothesis # 1: Participants reported greater readiness for treatment (e.g., 
decrease in ambivalence and increase in recognition attitudes) after 
completing SIDE, regardless of condition.   
• Research Question # 2: Were there differences in readiness between participants in 
SIDE-C and those in SIDE-S workshops?  
o Hypothesis # 2: Participants who attend SIDE-C reported more readiness for 
change compared to participants who participants SIDE-S.  
• Research Question # 3:  Did the use of therapeutic confrontation contribute to more 
central vs. peripheral route processing in the workshop? 
o Hypothesis # 3: Participants who completed the SIDE-C reported higher 
levels of engagement than participants who were in SIDE-S.  
Because the SIDE Workshop was conducted in a setting where people have limited 
freedom, it was important that the evaluative component of this study ensures that these 
individuals’ voices were heard and their experiences in the workshop were accurately 
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represented. Thus, the following research questions follow an educative, values-engaged 
framework (Greene, Boyce, & Ahn, 2011; Greene, DeStefano, Burgon, & Hall, 2006): 
Evaluation Questions 
• Research Question # 4: What were participants’ perceptions and evaluation of the 
quality, climate, and content of the SIDE Workshop? 
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CHAPTER 2 
LITERATURE REVIEW 
Substance abuse is one of the most steadily increasing behavioral health problems in the 
United States (Mokdad et al., 2000; SAMHSA, 2012). In 2012, it was estimated that 23.9 million 
Americans had engaged in illicit drug use within the last month (SAMHSA, 2012). Recent data 
also suggest that upwards of 17.7 million Americans are dependent on alcohol and experienced 
problems related to Alcohol Use Disorder (National Institute of Drug Abuse, 2006; Prochaska, 
2008). Even with increased awareness about the pervasive influence of alcohol and drug 
addiction on our society, substance abuse remains a significant problem at all levels of societal 
functioning (e.g., employment, academics, family life, mental health) (NIDA, 2006; SAMHSA, 
2012). Currently, the demand for substance abuse therapy surpasses the supply of available 
services (SAMHSA, 2005; 2012). The lack of substance abuse services is well documented 
across social and economic sectors, but it is especially pronounced in criminal justice settings 
(ADAM, 2003; Bureau of Justice Statistics, 2004; Taxman, Perdoni, & Harrison, 2007). Findings 
from the Survey for People in State and Federal Correctional Facilities indicate that 53% of 
state and 45% of federally incarcerated people met criteria for substance abuse-related diagnoses 
(Mumola & Karber, 2004); other studies have found that only about one fifth of incarcerated 
people who need substance abuse treatment actually receive it (Beck, 2001; Mumola, 1999; 
NIDA, 2006; Welsh & Zajac, 2004).  
Substance abuse treatment options can be costly and lengthy, making them an unfeasible 
option at most correctional settings. Even if these options are available, however, incarcerated 
people who do not possess the readiness or motivation to change their behavior will likely not 
pursue (or get very little out of) services, even if these are provided (Harrell et al., 2013; Pollini 
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et al., 2006; Roque & Luriguio, 2009). Thus, correctional settings may benefit from interventions 
that help increase incarcerated people’s readiness for pursuing more intense treatment options.  
In the following sections, a review of existing substance abuse treatments in correctional settings 
is provided with a focus on the contrast between prison-based (i.e., long-term, intensive options) 
and jail-based (i.e., psycho-education, brief interventions) services. A summary of structural and 
person-level barriers (e.g., readiness to change) to treatment at both types of sites will follow, to 
help explain disparity in substance abuse treatment utilization, particularly in jails.  A review of 
readiness to change will be provided next as a way of highlighting the importance of this variable 
on treatment utilization. A review of therapeutic confrontation is included, as well as its potential 
use as a catalyst for increasing readiness in brief interventions. In the present study, an 
introduction will be given on the SIDE workshop, a single-session intervention with a focus on 
the use of confrontation as a means to increase incarcerated men’s readiness for substance abuse 
treatment. An evaluation of the quality of the SIDE workshop as well as its effectiveness in 
increasing the outcome variables is also provided.  
Substance Abuse Treatment in Correctional Settings 
Substance abuse treatments based in correctional settings vary in terms of type, intensity, 
and length. They include detoxification, individual or group counseling, rehabilitation, and after-
care services among others (SAMHSA, 2002; Taxman, Perdoni, & Harrison, 2007; Young, 
Dembo, & Henderson, 2007). Eligibility and appropriateness for services are typically 
determined by an alcohol and drug assessment, with the most urgent needs, like detoxification, 
attended to first (Federal Bureau of Prisons, 2014). 
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Detoxification  
Detoxification (detox) is the medically supervised process in which an individual 
undergoes withdrawal from a substance to which they have physiological and psychological 
dependence. Detox is a standard service in most correctional settings because of the high ratio of 
people that get admitted into jails and prisons while still under the influence of a substance (FBP, 
2014). In 2014, The Federal Bureau of Prisons (FBP) reported that an estimated 35% of 
individuals were under the influence of drugs or alcohol at the time of the arrest. In some cases, 
detox is typically the first medical service a person who has been detained will receive. 
 In most cases requiring detox, the person undergoes the booking process (i.e., recording the 
person’s personal information, mug shot, fingerprints, body search) that generally includes a 
health screening during which appropriateness for detox is determined.  During detox, the person 
will experience withdrawal symptoms while housed in a special medical or locked unit under 
medical supervision (e.g., people will be administered Librium while he or she withdraws from 
alcohol) (FBP, 2014). This process can last anywhere from three to fourteen days, depending on 
the physical and psychological needs of the person (e.g., Hayashida, 1998). While the physical 
urgency of using the substance is dealt with over the course of detox, the psychological addiction 
to the substance remains even after the effects of the substance leave the body. Detox is rarely a 
sufficient dose of treatment for people with long histories of substance use (Belenko & Peugh, 
2005). Once he or she has successfully completed detox, a need for other services, including 
individual or group counseling, is assessed (FBP, 2014).  
Individual and Group Counseling 
Individual and group counseling is the second most common substance abuse treatment 
for incarcerated people that struggle with substance abuse, although this type of service is 
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usually available in prisons as opposed to jail settings. Taxman, Young, Wiersema, Rhodes, and 
Mitchell (2007) surveyed general prisons and special drug treatment facilities and found that 
54.6% of substance abusing people who are incarcerated attended individual or group counseling 
for up to four hours a week, 46% attended for 5-25 hours a week, and 11.2% attended for more 
than 26 hours a week. Individual counseling is less available due to budgetary constraints, 
number of trained staff, and quality of services (Taxman & Bouffard, 2000). Most substance 
abuse counseling services in prisons use the group model because it is more cost-effective and 
accommodates more people at the same time. Additionally, group attendees benefit from positive 
reinforcement, peer support, and the option to stay in treatment longer (e.g., short-term model of 
6-8 sessions) (Taxman & Bouffard, 2000). Perhaps the most common forum for substance abuse 
group counseling in correctional settings is within therapeutic communities. 
Therapeutic Communities  
Therapeutic communities (TC) are structured, substance abuse-focused, residential 
programs that promote a stage-wise approach to recovery. TC’s are a common form of treatment 
in correctional settings, particularly for people with multiple drug addictions and/or co-morbid 
mental health concerns (e.g., drug use and depression, anxiety, post –traumatic stress disorder, 
etc; NIDA, 2006). As their name implies, TCs are a supportive group with a common goal and 
all members have different assigned roles, depending on their tenure in the program, merit, and 
growth in recovery. Due to the regimented nature of the program, correctional settings that offer 
TCs usually designate an entire cellblock where only people who participate in the TC live, 
thereby further fomenting the feeling of community. Because the TC is a long-term option (i.e., 
ranging from 12-24 months), the structure of the program changes over time to accommodate the 
person’s developmental needs as they progress through their recovery.  
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TC treatment consists of three distinct stages: early treatment, primary treatment, and re-
integration. During early treatment (i.e., first 30 days), the newcomer is integrated into the 
community, learns the procedures, establishes trust, and engages in a self-assessment of needs 
and goals for the program. As the newcomer becomes familiar with the daily functioning of the 
TC, he or she is assigned more responsibility (e.g., being a peer mentor to other newcomers) and 
is gradually moved to the second stage, primary treatment. During this more intensive stage, the 
individual works on decreasing maladaptive attitudes and behaviors (e.g., aggression) and 
increasing pro-social behaviors (e.g., healthy relationships, work ethic). Participants in both the 
early treatment and primary treatment stages are required to attend clinical groups, where a 
variety of clinical approaches are used to help the participant address psychosocial concerns (e.g., 
anger, stress). Additionally, the participant must attend twice daily meetings, where individual 
goals are shared with the community. The third stage, re-integration, is designed to aid the 
participant in the re-immersion to his community with a gradual separation process from the TC. 
People who are facing lengthy or life sentences still experience re-integration, but this often 
takes the shape of reconciliation with one’s social network and re-entry into the prison’s general 
population. During this stage, the participant is encouraged to seek out after-care services (e.g., 
individual and family counseling, 12-step program). In fact, studies that examine the 
effectiveness of TCs suggest that participants with the best outcomes, post-TC participation, are 
those that engaged in at least 90 days of aftercare (DeLeon, 2000; McCollister et al, 2003; 
Taxman & Bouffard, 2002; Wexler, Burden, & Prendergast, 2005).  
Effectiveness of TCs in reducing substance use behaviors is well documented (e.g., 
Inciardi, Martin, & Butzin, 2004; Simpson, Joe, & Brown, 1997; Wexler, Melnick, Lowe, & 
Peters, 1999). A comparative, longitudinal study consisting of three different studies that 
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examined post-release outcomes reported that 40% of people who had participated in a TC 
program while incarcerated remained drug-free and 71% remained arrest-free one year after 
being released (Knight, Simpson, & Hiller, 1999; Martin, Butzin, Saum & Inciardi, 1999; 
Wexler, Melnick, Lowe, & Peters, 1999). In Mitchell, Wilson, and MacKenzie’s (2007) meta-
analysis, they also found that TCs displayed the most consistent reductions in drug relapse in 
addition to recidivism rates. Smaller-scale outcomes research studies also provided support for 
the effectiveness of TCs in reducing relapse and criminal behaviors 1-2 years after release 
(Prendergast et al., 2004; Van Stelle & Moberg, 2004). For example, Van Stelle and Moberg 
(2004) found that people with dual diagnoses who participated in TC programs were more likely 
to take their medication, and by extension, less likely to self-medicate with substances or commit 
substance-related crimes. However, Wexler, Melnick, Lowe, and Peters (1999) randomly 
assigned participants to a TC or control group; they found that re-incarceration for the two 
groups did not differ significantly after three years. A five-year post-release study yielded a 
similar finding (Prendergast et al., 2004). Therefore, we can conclude that TCs are an effective 
treatment modality, particularly in the reduction of recidivism risk 1-2 years post-release. It is 
clear that TCs have robust empirical support as an effective treatment modality for reduction of 
substance abuse behaviors over time. However, it is worth noting that other forms of support, 
such as 12-step programs or prevention/psycho-education workshops, would likely benefit the 
person better than no treatment at all. SAMHSA and other researchers promote brief 
interventions and support groups for substance abuse when long term or intensive options are not 
available (Abar, 2012; Bernstein et al., 2005; Copeland et al., 2001; Madras et al., 2009). 
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Support and Psycho-educational Groups 
In addition to the services mentioned above, correctional settings employ support groups 
and psycho-educational programming for substance abusing people. Although these services are 
sometimes integrated into a continuum of care for established substance abuse programs (i.e., 
they are used simultaneously in TCs or counseling), they are not considered treatment modalities 
and have significantly less, if any, empirical support, in the substance abuse literature. These 
types of programs are generally free or low-cost and are provided voluntarily by members in the 
outside community. Support groups, most notably the 12-step recovery model, are the most 
commonly known and implemented substance abuse programs in correctional settings, both for 
after-care and as a stand-alone service (Karberg & James, 2005).  
12 Step Programs: Alcoholics Anonymous 
Alcoholics Anonymous (AA), the first 12-step support group, is foundationally based on 
the values of spirituality, fellowship, and anonymity (www.aa.org). Initially founded in 1935, 
Alcoholics Anonymous was developed out of an existing framework by the Oxford Group, a 
spiritual fellowship. Unsatisfied with the rates of sobriety attained by the Oxford Group, AA’s 
founding members, William Wilson and Robert Smith, developed a more structured program 
where an individual struggling with alcohol addiction could establish and maintain a path of 
recovery via weekly meetings, literature, and spiritual as well as social support (www.aa.org).  
AA encourages members to rely on both one’s personal spirituality as well as a social network of 
recovery-oriented people. AA uses a disease model of addiction (i.e., sense of powerlessness) 
and encourages members to depend on an external force, a ‘Higher Power (HP),’ and work a 
step-wise approach of relinquishing control of the addiction to the HP.  In conjunction with 
spirituality, AA highly encourages its members to work with a sponsor (i.e., a person that has 
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gone through the steps and has successfully managed to maintain recovery for a prolonged 
period of time). While working the steps, the individual checks in with his or her sponsor at least 
once a day to work through cravings and triggers and provide accountability. In addition to the 
sponsor, the individual is encouraged to rely on other AA members for support and fellowship 
beyond that experienced at weekly meetings. According to AA principles, fellowship among 
members is essential to recovery support and is protected by anonymity. 
Anonymity is highly endorsed in AA and is considered the spiritual foundation upon 
which the program is based. According to www.aa.org, it is important that all AA members 
uphold the principle of anonymity for two reasons. At the personal level, anonymity protects 
members from being identified as alcoholics and the term’s associated negative connotations. At 
the public level, anonymity promotes equality among all of AA’s members and mitigates 
potential exploits for personal gain. The emphasis on anonymity is particularly beneficial for 
newcomers that are not yet comfortable with the program. 
Although empirical research on 12-step programs has been conducted, findings across the 
board generally do not support it over other forms of substance abuse treatment (Ferri, Amato, & 
Davoli, 2006). Research findings that support the effectiveness of 12-step programs are generally 
based on non-randomized, non-control group studies, making inferences based on these findings 
inconclusive (Moos, 2003; Moos, Finney, Ouimette, & Suchinsky, 1999; Morgenstern, 
Blanchard, Morgan, Labouvie, & Hayaki, 2001). Twelve-step programs are, nonetheless, popular, 
support-oriented, and inexpensive to implement in correctional settings. In addition to support 
groups, psycho-education programming is also an easily accessible option that correctional 
settings provide for substance abusing people.  
 
  
   14 
Psycho-educational Groups  
 
Psycho-educational groups are a type of intervention group that is often used in substance 
abuse programming. These groups are designed to decrease substance use, increase coping skills, 
and promote treatment seeking (Center for Substance Abuse Treatment, 2005). They deliver 
substance abuse interventions in a two-fold manner. First, they provide attendees with education 
related to the topic of interest. For example, a substance abuse psycho-educational group 
typically includes information on what constitutes a drink (e.g., ounces of wine and beer that 
constitute one drink), alcohol tolerance, and phases of addiction (e.g., experimental, social, abuse, 
dependence). Secondly, psycho-educational groups provide skill-building exercises (e.g., role 
playing how to turn down a drink) (Jones & Robinson, 2000; Turner, 2009) and use the group 
format to encourage attendees to publicly discuss how they are emotionally coping with the 
information presented (Northen & Kurland, 2001).  
Psycho-educational groups are a common programming modality in correctional settings 
because a single group can service a large number of people, making it more cost and time-
effective than individual or group psychotherapy. Although there is no empirical support for the 
use of psycho-educational groups as stand-alone services, they are generally seen as a beneficial 
way to help people make more informed choices about substance abuse (Kominars & Dornheim, 
2004).  
In conclusion, a variety of treatment options ranging from detoxification to psycho-
educational groups are provided in correctional settings. With the rise in incidence and addiction 
rates, the need for these services is clear. It is especially important that people who will be 
released soon receive substance abuse services one way or another. In the following section, a 
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review of two notable therapeutic approaches, motivational interviewing and confrontation, to 
substance abuse treatment is provided. 
Therapeutic Approaches for Substance Abuse Treatment 
   Motivational Interviewing (MI) 
MI is as a collaborative, person-centered approach that makes strategic use of questions 
and statements to help people find their own reasons and motivation to change. It is the 
evidence-based clinical approach that is most commonly used in substance abuse treatment 
(Miller & Rollnick, 2002; Miller & Rose, 2009). MI emphasizes collaboration as a way to build 
rapport, trust, and a mutual understanding of differences with the client (Miller & Rollnick, 
2002). In MI, the therapist does not assume the role of “expert;” rather, the therapist’s role job is 
to elicit the client’s personal motivation for change and enhance the skills that the client already 
possesses. In this manner, MI asserts that the client, not the therapist, has the power to produce 
change and can use this autonomy as a way to empower and keep himself/herself accountable for 
their own actions. MI is based on a strict clinical framework that closely adheres to the principles 
of counseling.   
 MI is grounded in four distinct processes: expression of empathy, support of self-
efficacy, rolling with resistance, and development of discrepancies. Empathy allows the therapist 
to experience the client’s world from the client’s point of view. The use of empathy provides the 
client with a venue where it is safe to honestly share experiences and feel understood. Using a 
strengths-based perspective, this venue also promotes the client’s sense of self-efficacy; that is, 
the belief that he or she already possesses the capacity for self-healing. If the client is ambivalent 
about change or there is dissonance between his and the therapist’s view on change, resistance 
may occur. In contrast to other clinical approaches, MI does not elicit resistance by confronting 
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the client. Rather, resistance is dealt with de-escalation and avoidance of negative interactions. 
Ultimately, motivation for change occurs when the client himself is able to identify the 
discrepancy between current behaviors and future goals and values. The principles and uses of 
MI are routinely tested. Overall, this approach is considered the premier evidence-based practice 
for the treatment of substance abuse.   
MI is the most empirically supported practice for substance abuse treatment in 
correctional settings (Alexander, VanBenschoten, & Walters, 2008; Aos, Miller & Drake, 2006; 
Bogue et al., 2004; Craig, 2012; McMurran, 2009).  McMurran’s (2009) meta-analytic review of 
19 studies revealed that MI leads to overall improvement in peoples’ treatment retention, 
increased motivation to change, and reductions in re-offending rates. Multisite trials like Project 
MATCH reveal that MI-based interventions promote decreases in alcohol abuse and increases in 
treatment retention (Carroll et al., 2006). Harper and Hardy (2000) found that probation officers 
that had been trained in MI reported overall less recidivism from the people they supervised.  MI 
has also demonstrated effectiveness as a substance abuse treatment approach in brief 
interventions (Lapham, 2004; Saunders, Wilkinson, & Phillips, 1995). Anstiss, Polascheck, and 
Wilson (2011) evaluated the effects of a brief MI intervention in a correctional setting and found 
that people who received the MI intervention had 17% less re-imprisonment rates than people 
who were in the control group. In spite of the documented effectiveness of MI in substance abuse 
treatment, other treatment approaches like therapeutic confrontation, which directly oppose the 
tenets of MI, have also started to garner empirical support, particularly in the past decade.  
Therapeutic Confrontation   
Therapeutic confrontation is an approach to counseling where the client receives direct 
feedback regarding his or her thoughts, feelings, or behaviors. As it specifically relates to 
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substance abuse treatment, Polcin (2003) defined therapeutic confrontation as “ a client being 
challenged to take responsibility to change some aspect of their behavior or thinking that is 
detrimental to their recovery” (p. 166). The therapeutic confrontation approach can vary, 
depending on its timing, method of delivery, co-occurring interventions, as well as the context in 
which it is used (Halonen, 2006; Polcin, 2003). The literature on confrontation is largely one-
sided, with the majority of empirical studies suggesting that confrontation is ineffective at best 
and can even be harmful to clients (e.g., White & Miller, 2007). An emerging and promising line 
of research, however, argues that confrontation can be a powerful method of dealing with 
difficult clinical issues if used by a skillful facilitator (e.g., Bassin, 1975; Polcin, 2003). In the 
following sections, I provide a review of therapeutic confrontation, starting with its history and 
the chronological development that led to its current use. Next, I provide a summary of both the 
major criticisms and the major praises of therapeutic confrontation as well as empirical evidence 
supporting both views. Finally. I present a brief review of the use of confrontation approaches in 
substance abuse therapy, particularly with incarcerated populations. 
History of Therapeutic Confrontation 
 
The historic origins of therapeutic confrontation and the evolution that led to its current 
use in group therapy is controversial. Confrontation, as a therapeutic approach, gained 
momentum in the late 1950’s after Chuck Dederich, a man who had achieved one year of 
sobriety with Alcoholics Anonymous, founded Synanon, a weekly, peer-support therapeutic 
community for addiction based in Ocean Park, CA. The Synanon model is credited with the 
development of a highly controversial practice referred to as ‘The Game,’ an unstructured group 
arrangement where participants used verbal attacks, ridicule, and hostility (e.g., psychological 
surgery) to help an individual to quickly build awareness about his or her characterological 
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deficits and start a path of recovery from addiction (Gerstel, 1982; Olin, 1980; Yablonsky, 1965, 
1989). As Synanon’s unconventional practices gained popularity, thousands of behavioral health 
professionals started attending the weekly meetings to learn how to use confrontation (i.e., 
“attack therapy”) in addiction treatment. Subsequently, this approach spread into more 
established schools of psychotherapy and formed the basis for today’s TCs, the most commonly 
used treatment modality for addiction in correctional settings (Deitch & Zweben, 1981; White & 
Miller, 2007). To date, consensus as to whether confrontation is a helpful or harmful approach 
has not been reached. While some clinical scholars applaud the approach as therapeutically 
effective when used correctly, others maintain that confrontation has not evolved from its 
controversial origins to a practice that produces meaningful gains to substance abusing clients.  
Criticism of Therapeutic Confrontation  
 
The general criticism of confrontation is that it is an ineffective treatment modality 
because it goes against fundamental counseling principles (Miller & Rose, 2009). Scholars that 
support this perspective do so from the assertion that confrontation is punitive, judgmental, and 
corrosive of the therapeutic alliance (Lieberman, Yalom, & Miles, 1973; Miller & Carroll, 2006; 
White & Miller, 2007). In a study examining the influence of counselor style (i.e., empathic vs. 
confrontational) on 42 adult self-identified problem drinkers, it was found that drinking 
behaviors increased (12 months after the intervention) for participants who were in the 
confrontational treatment group in comparison to those who were in an empathic treatment group 
(Miller, Benefield, & Tonigan, 1993). In a recent, multi-site study, Bertholet et al. (2014) 
examined whether confrontation in brief interventions was positively or negatively correlated 
with participants’ drinking outcomes. They found that use of confrontation in brief interventions 
was associated with worse drinking outcomes. Related studies have found similar findings and 
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argue that confrontational approaches are harmful to the client (Miller et al., 2006) and oppose 
the theoretical and clinical purpose of counseling as a helping profession (Karno & Longabaugh, 
2004, 2006; Karno, 2007).  
Whereas other clinical approaches for substance abuse can be used in a purist manner, 
confrontation is considered harmful if used as the sole clinical method. In their Evidence Based 
Treatment Practices for Substance Abuse Disorders (2004), the National Quality Forum 
denounced confrontation as an “ineffective practice” (p. 10) when practiced as a stand-alone 
treatment for substance use disorders. An emerging body of literature, however, is suggesting 
that confrontation can be quite effective in promoting behavioral change for substance abusers, 
particularly if used in conjunction with already established counseling methods (Moyers, Miller, 
& Hendrickson, 2005).  
Support for Use of Therapeutic Confrontation 
 
Empirical studies supporting the use of confrontation as a clinical approach for substance 
abuse treatment is emerging. The main perceived benefits of using confrontational approaches in 
therapy is that it can aid in the reduction of a client’s resistance attitudes when used in 
conjunction with basic counseling principles like empathy, acceptance, and genuine interest  
(Clark, 2012; Davis, 2005; Polcin, Galloway, Bond, Korcha, & Greenfield, 2010; Polcin, 
Galloway, & Greenfield, 2006; Schwalbe & Maschi, 2011). In a study examining participants’ 
subjective experiences with confrontation, Polcin and colleagues (2006) found that participants 
reported positive experiences associated with confrontation, especially when it was delivered by 
caring sources (i.e., therapist, family, peers, friends). Polcin (2009) found that individuals who 
struggled with severe substance abuse, family problems, and psychiatric concerns viewed 
confrontation as supportive, not combative. In a related study that examined the helpfulness of 
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confrontation in alcohol and drug use treatment, Polcin, Mulia, and Jones (2012) found that 
participants viewed confrontation as helpful when the therapist was perceived as trustworthy. 
Overall, there is some support for the use of therapeutic confrontation in substance abuse 
treatment, as long as it is couched within general principles of therapy.   
For the purpose of the current study, the term “confrontation” refers to the following four 
elements suggested by Polcin (2003): (a) the focus of confrontation is on challenging the client’s 
thinking and related behaviors around substance abuse; (b) confrontation is implemented only 
when client/facilitator trust has been established, (c) confrontation activities are tailored to the 
treatment setting, and (d) confrontation activities will not evoke extreme expressions of emotions 
that are harmful to the client. In addition to these elements, the present study grounds its use of 
confrontation within a collaborative model of empirically validated counseling skills and 
substance abuse treatment activities (see Appendix A).  
As demonstrated in this review, the literature on clinical approaches for substance abuse 
treatment generally discourage the use of confrontation techniques in favor of more empirically 
validated treatments like MI. However, the benefits of therapeutic confrontation, or other lesser-
used approaches, should not be ignored, as they can be powerful tools reducing maladaptive 
behaviors. In the following section, a brief review is given of the influence of treatment in 
general on the reduction of recidivist behaviors. 
Impact of Treatment on Recidivism  
Recidivism is defined as the re-occurrence of crime within a specified period of time by a 
person who has received legal sanctions or who has been incarcerated for past offenses (NIJ, 
2014). Although a formal consensus does not exist in regards to the specific criteria that 
constitute recidivism, scholars and healthcare practitioners agree that recidivism is a serious 
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concern for individuals, their families and communities (CIR, 2003; Deady, 2012; NIJ, 2014; 
Harrison, 2001; Olson & Lurigio, 2000). Unfortunately recidivism rates are high due to a set of 
complex issues, among of which are joblessness and substance abuse. Results from a national 
study conducted by Langan and Levin (2002) showed that, among 300,000 individuals released 
from prison in 1994, 51.4% are re-incarcerated. These high rates of recidivism leave families 
devastated and serve to undermine community development. Recidivism is a big-picture 
portrayal of how the criminal justice system is doing and, more specifically, how it is falling 
short.  
 Lack of treatment options in jails and prisons is especially problematic for people who 
struggle with substance abuse. Research suggests that if people with addiction problems do not 
address the underlying psychosocial and biological reasons for addiction while they are 
incarcerated, they will likely return to the same circumstances that enabled their addiction in the 
first place (Inciardi et al., 2004; Latessa, Listwan, & Koetzle, 2013; Linhorst, Linhorst, & Groom, 
2012; Phillips, 2010). Additionally, they will be more at risk for re-engage in alcohol and drug-
related crimes, and thus, get stuck in the loop of recidivism (De Li, Priu, & McKenzie, 2000; 
Dowden & Brown, 2002; Huebner, 2006; Olson & Lurigio, 2000).  
Research studies consistently show that substance abuse treatment received during and 
after incarceration not only reduces recidivism, but it also helps an individual re-integrate into 
his or her family and communities while sustaining his/her recovery efforts (Stephens & Nel, 
2014). In a multi-site evaluation study, Welsh and Zajac (2013) found that people who 
participated in substance abuse treatment were significantly less likely to be re-incarcerated in 
comparison to those peoples who received no treatment at all. Similar results have been 
replicated in other studies (Andrews & Bonta, 2010; Bahr, Masters, & Taylor, 2012; Inciardi et 
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al., 2004; Prendergast, Hall, Wexler, Melnick, & Gao, 2004; Welsh, 2011). Thus, there is 
evidence that substance abuse treatment decreases recidivism. It is important to keep criminal 
justice settings accountable to these facts so substance abuse services can be prioritized for 
people who need them.  
An equally important, but often overlooked, perspective on recidivism is how it affects 
the individual who experiences re-incarceration. Studies have demonstrated that people who 
don’t return to prison have markedly better psychological and emotional health. A significant 
number of empirical studies also show that people who are not re-incarcerated have fewer 
suicide attempts than people who return to prison (Kupers, 2005). Furthermore, people who are 
actively engaged in treatment programs during their incarceration and after they are released 
have fewer symptoms of depression and anxiety and report less shame and more self-esteem than 
people who are re-incarcerated three years after their last release (Liebowitz et al., 2014; Latessa, 
Listwan, & Koetzle, 2013). In addition to the reduction in recidivism and positive impact on 
psycho-emotional outcomes, studies indicate that engagement in treatment programs also 
promote pro-social behaviors related to employment and education.   
Lowered recidivism rates also positively impact a person’s re-integration into their 
families, communities, and society as a whole. The emotional and financial costs of recidivism 
can be devastating to families, as they endure separation from their loved ones. Studies 
examining the relationship between incarceration and parenting, for example, have found that 
both the parents and the children show emotional and psychological suffering as a result of 
family separation (Shanahan & Villalobos, 2012; Travis, Chincotta, & Solomon, 2003). In some 
cases, the re-incarcerated person may function as the main or sole financial provider for the 
family and his absence places this burden on other members of the family (Travis, Chincotta, & 
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Solomon, 2003). Empirical studies demonstrate that family and supportive networks function as 
a protective factor against recidivism (Berg & Huebner, 2011; Davis, Bahr, & Ward, 2012; 
Shanahan & Villalobos) because the individual feels supported, loved, and appreciated. Likewise, 
programs that assist formerly incarcerated people re-integrate into society by providing 
vocational or career assistance report a significant decrease in recidivism and increase in social 
and civic engagement (Berg & Huebner, 2011). Even portions of the empirical literature on 
recidivism supports participation in rehabilitative and supportive programming, there is still a 
dearth of available services for incarcerated people. 
Barriers to Substance Abuse Treatment in Correctional Settings 
At the systems level, the inaccessibility of substance abuse services may be attributed to 
institutions not having sufficient, if any, funds to allocate to such services. Federal and state 
prisons typically have more money to allocate to substance abuse services (Taxman, Perdoni, & 
Harrison, 2007; Young, Dembo, & Henderson, 2007; Young, Ferrell, Henderson, & Taxman, 
2009). According to SAMHSA’s National Survey of Substance Abuse Treatment Services 
(2012), 40% of federal and state prisons offered long-term options (e.g., residential, individual 
and group counseling) for substance abuse treatment.  These long-term options, however, can be 
costly, lengthy, and require specialized training, making them difficult for smaller correctional 
settings, like county and local jails, to provide. Although jails typically do not have the budget to 
offer long-term options, 70% of jails do offer substance abuse services, but these tend to be less 
expensive, short-term options (e.g., 12-step meetings, psycho-education) (SAMHSA, 2005; 
Taxman et al., 2007). Availability of services at a particular facility is not the only factor that one 
needs to consider when examining service utilization rates among substance abusing people. In 
spite of the wealth of empirical support for the use of structured programs, like TCs, to address 
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substance abuse in correctional settings, little is known about the factors that propel people to 
initially seek out these types of services. It is important to consider the person’s level of 
readiness and motivation to attend treatment; even if substance abuse services are available, he 
or she may not wish or be ready to receive these services (Alley, Ryan, & von Sternberg, 2014).  
Readiness for Change  
Readiness to engage in substance abuse treatment is just as important as availability of 
services. Readiness is defined as an individual’s level of preparedness and motivation to make 
behavioral changes (Prochaska & DiClemente, 1992). The literature suggests that treatment 
outcomes are improved if the person’s level of readiness matches the type of service available 
(Abar, 2012; DiClemente, Doyle, & Donovan, 2009; Miller & Rollnick, 2002; Prochaska, 2008). 
That is, the more motivated the person is to make changes, the more he or she will be engaged in 
the process of reducing maladaptive behaviors and attitudes. In the substance abuse literature, 
readiness to change is understood as a person’s level of motivation to beginning the process of 
establishing and maintaining a pathway to recovery (Prochaska, 2008). The construct of 
readiness is generally conceptualized in terms of a stage model, particularly Prochaska and 
DiClemente’s (1992) Transtheoretical Change Model.  
Prochaska and DiClemente’s (1992) Transtheoretical Change Model is the most 
commonly used model for explaining readiness for change. From this framework, the person can 
work through five stages of change: pre-contemplation (i.e., lack of awareness or recognition 
about the problem), contemplation (i.e., some awareness about the problem but still uncertain 
about making changes), preparation (i.e., decision to change is made and goals are set), action 
(i.e., changes are made and adjustments are made), and maintenance (i.e., stabilization of 
established changes). According to this model, change can be linear (i.e., person moves from one 
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to the next in a progressive manner) or it can be cyclical in that a person can revert back to 
earlier stages if faced with obstacles that impede their progress (e.g., relapse, negative 
reinforcement, lack of support) (e.g., Kritsonis, 2005; Prochaska & DiClemente, 1992). 
Prochaska and DiClemente’s model is the foundational model upon which numerous scales that 
measure readiness have been built. It has strong empirical support, particularly in the area of 
substance abuse treatment.  
Readiness for change is a well-researched construct and has strong empirical findings in 
the substance abuse treatment literature (e.g., Callaghan et al., 2005; Clair et al., 2011; Gussella, 
Butler, Nichols, & Bird, 2003; Melnick et al., 1997; Slavet et al., 2006; Slesnick et al., 2009; Wei, 
Heckman, Gay, & Weeks, 2011). Harrell et al. (2013) compared readiness levels among 
substance users (6,523 adult drug users, 36% women, 64% men) admitted to programs with 
varied treatment modalities. They found that women, non-Whites, older individuals, and 
voluntary clients had higher levels of readiness in comparison to the rest of the sample. In a 
longitudinal study examining the influence of a Treatment Readiness Group on peoples’ relapse 
rates post-release, Roque and Lurigio (2009) found that relapse rates were lower among those 
individuals who had participated in the program in comparison to those who had not. Factors that 
potentially influence readiness, such as engagement in the material presented, warrant further 
consideration. 
Elaboration Likelihood Model  
A person will be more persuaded to consider change if he or she pays attention to and is 
motivated to accept the information presented (Fishbein et al., 1980; Stephens et al., 2008). This 
assertion, knows as the Elaboration Likelihood Model (ELM; Petty & Cacioppo, 1986), proposes 
two paths for how people process information presented to them, central route and peripheral 
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route processing. Relatedly, the ELM asserts that people are persuaded to change if they process 
information via the central versus the peripheral route. Central route processing requires the 
individual to pay careful attention to linguistic (e.g., verbal and written material) as well as non-
linguistic (e.g., visuals, pictures, videos) material. The individual’s cognitive learning process 
needs to match the way in which the material is presented. If this occurs, the individual is more 
likely to endorse attitude changes that are conducive to behavioral change (Petty et al., 2003; 
Webb, Sniehotta & Michie, 2010).  
In contrast, peripheral route processing focuses on external factors that are unrelated to 
the intended message. For example, an individual who processes information via a peripheral 
route would be more attuned to the attractiveness of the presenter, the temperature of the room, 
or the reaction of other people to the material. These external sources of information do not lead 
to effortful processing of information from the participant and, subsequently, do not motivate 
him or her to change. It should be noted that both central and peripheral route processing occur 
along a continuum of motivation and ability (Rucker & Petty, 2006; Wagner & Petty 2011). 
Even though a person might have high motivation to engage with the presented material, their 
ability to do so might be hindered by extraneous circumstances (e.g., comorbidity - presence of 
both substance abuse and a mental health disorder - level of intelligence, time available to 
engage in the material, actual vs. perceived knowledge, propensity to be distracted due to 
biological factors like Attention Deficit Hyperactivity Disorder, etc.). Interventions that are 
designed to promote readiness to change should, therefore, strongly take into account the various 
methods by which people process information and account for more than one way of delivering 
content (e.g., making use of visual aids, group discussions, role playing, etc.) (Fiske & Taylor, 
1991; Heppner et al., 1995). This also holds true for the clinical approaches used in substance 
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abuse interventions. The literature on readiness to change, particularly for individuals that abuse 
substances, is well linked to the literature on empirically tested clinical approaches, most notably 
motivational interviewing and to a lesser extent, confrontation. In conclusion, more studies that 
examine the influence of clinical approaches like confrontation on peoples’ readiness to seek or 
even stay in treatment are warranted.  
Outcomes research on the use of confrontation in single session or brief interventions 
would be particularly beneficial for settings, like jails, that, as noted above, often lack the 
resources to sustain full treatment programs. The SIDE workshop is one such intervention and is 
introduced below. 
The SIDE Workshop 
The SIDE (Substance Abuse, Impact, Discussion, Education) Workshop is a single-
session, three-hour intervention that focuses on substance abuse and the choices that one makes 
about one’s use in relation to goals, values, and desire for recovery. Informed by motivational 
interviewing theory, therapeutic confrontation, and Nation et al.’s (2003) principles of effective 
programs, SIDE is designed to assist attendees in making a comprehensive exploration of the 
impact that substances has had in their lives. As the primary focus of this study, an in depth 
description of the SIDE workshop is included in the Method section of this study. 
The SIDE workshop uses motivational interviewing strategies to increase participants’ 
readiness for treatment. Open-ended questions are used to allow the participant to share their 
background experiences, point of view, and desired personal outcome (e.g., “What makes you 
think you are done using substances?”). Affirmation is widely used throughout the workshop to 
encourage participants to reframe their thinking from a negative to a positive perspective (e.g., 
“It seems that recovery is very important for you, but you have not yet found a method that 
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works for you.”). In order to encourage participants to communicate more of themselves during 
the workshop, reflective listening and summarizing are also strongly incorporated in all facets of 
the workshop. Even though the SIDE workshop is informed by MI theory, one important 
difference is in the approach by which the facilitator provides advice to the participant. In 
contrast to giving direct advice, facilitators that use an MI approach ask the participant for 
permission to give advice or information (e.g., “Would you be interested in hearing my 
suggestions about what might be useful?”). Similarly, the SIDE workshop asks participants if 
they are willing to be have their thinking challenged, either by hearing a different perspective 
from peers/facilitator or by participating in a role-play activity that will directly confront their 
current thinking (e.g., “Can I challenge the way that you’re thinking about this?” “Would you be 
willing to participate in a role-play with me?”) about their substance abuse. For example, if the 
person is struggling with seeing how their use affects their children, the participant would be 
invited to role-play the child’s role with input from peers. While the therapeutic confrontation is 
an important component of SIDE, it is not a stand-alone intervention. Rather, it works alongside 
the psycho-education and personal reflection components of the workshop. 
The SIDE Workshop is grounded in principles of effective prevention programs (Nation 
et al., 2003). Some of these principles include having well-trained staff, comprehensively 
covering the topic at hand, using varied teaching methods, development of positive relationships, 
and outcome evaluation. The SIDE workshop was conducted by a well-trained, graduate-level 
facilitator (Lewis, Battistich, & Schaps, 1990) and addresses substance abuse in a comprehensive 
manner by encouraging participants to discuss the social, emotional, and psychological aspects 
of their addiction. It relies on multi-component teaching methods such as didactic reading 
materials, and visuals (Tobler & Stratton, 1997). The workshop is three hours long, so that 
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participants have some time to process the material. By capitalizing on group discussion, SIDE 
encourages positive alliances between participants (Mulvey, Arthur, & Reppucci, 1993). Finally, 
consistent with National et al. (2003), SIDE went through a yearlong pilot testing process, where 
results of informal evaluations informed the structure, format, and development of future 
workshops (Hansen, 2002). Ongoing evaluation of the workshop is a planned part of the present 
study and is briefly summarized below. Refer to the Method section for a more in-depth 
description of the SIDE Workshop evaluation component. 
Evaluation of the SIDE Workshop 
The ultimate use of program evaluation is to assess the quality of the program with the 
purpose of improving it. Being a new program, the SIDE workshop is no exception. A critical 
component of this study involved a values-engaged, formative evaluation of the quality, climate, 
and content of the SIDE workshop on its stakeholders. A full description of the SIDE workshop’ 
evaluation approach, key stakeholders, and proposed data analysis is presented in the Method 
section of this study. 
Rationale and Purpose of the Study 
Cost-effective substance abuse interventions are needed to address the behavioral health 
concerns of incarcerated people. There is mounting evidence for the effectiveness of clinical 
approaches like MI (e.g., increasing readiness for change, reducing recidivist behaviors). 
However, promising theoretical and empirical research suggest that the use of confrontation may 
enhance readiness for change and related outcomes, especially brief, single-session interventions.  
The purpose of this study was two-fold. First, it evaluated the influence of a single-session 
substance abuse intervention, the SIDE Workshop, on incarcerated men’s information processing 
and subsequent readiness for change. Additionally, they hypothesis that therapeutic confrontation 
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is an effective method for increasing readiness was tested using two versions of the workshop, 
SIDE-S and SIDE-C. This formative evaluation was conducted on the SIDE workshop to assess 
for its appropriateness in meeting the needs of incarcerated people. 
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CHAPTER 3 
METHOD 
Design  
This study used a pre-test/post-test group design. Participants were randomly assigned to 
one of two intervention groups: the standard SIDE-S workshop (i.e., psycho-education, group 
discussion, resource sharing) or the confrontation SIDE-C workshop (i.e., includes all the 
components of SIDE-S plus confrontation exercises). The study also employed a values-engaged, 
formative evaluation design by incorporating a survey with qualitative questions and individual 
semi-structured follow-up interviews.  
Power Analysis 
A power analysis for Analysis of Variance (ANOVA) was conducted to determine the 
minimum number of participants needed in each treatment condition to achieve adequate power 
(.70), a modest effect size (Cohen’s d = .30), and significance level (p < .05) for the study. It was 
estimated that at least 15 participants were needed per treatment condition to achieve these 
statistical values. 
Participants 
Researcher 
 I am a female, doctoral-level trainee in Counseling Psychology who self-identifies as 
Mexican. I have 6 years of counseling experience working with university students and veterans 
on a variety of psycho-affective concerns. I also have 6 years of workshop facilitation experience, 
mainly focusing on Latino student issues (e.g., adjusting to a Predominantly White University) as 
well as substance abuse concerns for college students (i.e., alcohol and marijuana education 
courses). Finally, I have 5.5 years of substance abuse treatment experience, including assessment 
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as well as individual and group therapy. In preparation for this project, I visited and informally 
evaluated three substance abuse treatment programs based in jails and prisons (i.e., Women’s 
Correctional Center – Decatur, IL, Montgomery County Correctional Facility – Boyds, MD, and 
Penal de Puente Grande - Guadalajara, Mexico).  I have 3 years of experience working with 
incarcerated men. I have process observed a substance abuse course at a medium security jail, 
given presentations at a medium security prison, and first-authored a peer-reviewed article 
(Flores et al, 2014) in collaboration with five incarcerated men, and several doctoral-level 
scholars, including two faculty members of the University of Illinois, Urbana-Champaign. In 
addition, in preparation for the project, I established a working relationship with a county jail by 
offering to teach a voluntary workshop on substance abuse. I developed the workshop and 
piloted it during a period of 14 months before beginning formal data collection for this project. 
 I am completing a doctoral program based on a Scientist-Practitioner model that is 
accredited by the American Psychological Association. As part of my program requirements, I 
have taken four quantitative courses in addition to statistics courses that I completed to fulfill the 
requirements for a Master of Arts degree at a different university. I have also taken and taught 
research, measurement, and evaluation methods courses. I have also completed two quantitative 
research projects and have published one empirical and three theoretical peer-reviewed articles.  
 As a social justice-oriented scholar, I decided to conduct my dissertation project within 
the corrections system because I recognized the marginalization of incarcerated people as well as 
the disparity of substance abuse services. Before working in jails and prisons, I had assumptions 
about incarcerated people that were uninformed and erroneous. For example, I thought that every 
incarcerated person had a low moral compass because they had committed a crime. I also had the 
misconception that people who were incarcerated did not desire to nor did they have the ability 
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to change. After taking an honest assessment of my biases, I realized that working in jails and 
prisons would be an ideal place for me to wed my knowledge of substance abuse, my counseling 
skills, and my passion for social justice work. It is well documented that people of color who 
struggle with substance abuse are more likely to be incarcerated and for longer periods of time 
than their White counterparts (www.thesentencingproject.org). Thus, this project provided me 
with the opportunity to create a space where men who are experiencing marginalization, 
emotional and psychological distress, and addiction could gather and feel heard.   
Intervention Participants  
 A total of 50 participants, all men over the age of 18 residing at a county jail in the 
Midwest registered for the study. Due to attrition, incomplete attendance, and refusal to attend 
the workshop, the final sample for the study consisted of 33 participants (mean age 35.7, SD = 
10.1). Participants from one of the workshops, conducted by a different facilitator, were not 
included in the sample because the workshop was only 1.5 hours long. See Table 1 for a list of 
intervention participant characteristics and Table 2 for a list of reasons for exclusion. Out of 
these participants, 52% self-identified as Black/African American, 36% as White/Caucasian, and 
12% as Hispanic/Latino. Additionally, 15% of participants reported struggling with multiple 
substances concurrently, 12% reported alcohol, 9% reported cocaine, 6% reported marijuana, 
and 3% reported another substance as their primary substance of choice. Participants signed up 
for a workshop and were randomly assigned to one of the two treatment conditions (i.e., SIDE-S 
or SIDE-C), which occurred on a rotational basis. The SIDE-S condition consisted of 18 
participants (mean age = 32.94, SD = 9.43) divided in three groups while the SIDE-C condition 
consisted of n = 15 (mean age of 39.07, SD = 10.3), also spread out in three groups. All 
participants were screened before the workshop in order to determine eligibility for participation. 
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Eligibility for participation included being in good disciplinary standing with the jail, possessing 
verbal and reading/writing proficiency in English (i.e., at least a 6th grade reading level), and 
being male (the jail does not house enough women to include in the study). All men included met 
those criteria.  
Interview Participants 
A total of 22 men participated in follow-up individual interviews (n  = 9 from SIDE-S 
and n = 13 from SIDE-C), which were conducted 7-10 days after each workshop. Three 
participants were not included in the quantitative analysis because they were part of the 
workshop that was excluded. Among the interview sample, 16 participants (72.7 %) reported 
having one or more past incarcerations as a result of alcohol or drugs. Additionally, 14 
participants (68.2 %) indicated that they were awaiting trial/sentencing, followed by 2 (9.1 %) 
waiting for drug court, 1 (4.5 %) waiting for probation, 3 (13.6 %) pending release, 1 (4.5 %) 
transfer to a higher-security prison/ other institution. See Table 3 for a full list of interview 
participant characteristics. 
Development of the SIDE Workshop 
 An introduction to the SIDE Workshop is provided in this section. First, a history of the 
development of the SIDE Workshop is given. Then a brief chronological account of the process 
of piloting the workshop is presented. Finally, the two treatment conditions (i.e., side vs. 
confrontation) are explained including a description of each component of the workshop.    
The SIDE Workshop is an adaptation of a short-term, solution-focused intervention for 
college students struggling with substance abuse. SIDE was developed for the incarcerated 
population and piloted over a 14-month period at the research site.  The first SIDE workshop 
closely followed the structure of an existing intervention, the Self Assessment Workshop (SAW), 
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which is conducted on a monthly basis at the Alcohol and Other Drug Office at the University of 
Illinois. I collected informal evaluations after each SIDE intervention and it became apparent that 
the format for SAW, which is so successful in a college setting, did not work as well in a jail 
setting. For example, SAW is a two-session, four-hour intervention (two hours per session) 
conducted over the span of a week. In a jail setting, a two-session format resulted in significant 
attrition between sessions (e.g., people would get released, lose interest, would get placed in 
segregation). In SAW, participants have to fill out a homework exercise about their daily use of 
substances; this is not feasible for SIDE participants since they are in a more controlled 
environment with significantly less access to substances. See Appendix B for a clearer picture of 
the modifications made to the SIDE workshop to better fit the jail population and forensic setting. 
I approached two correctional centers in the community, one exclusively female and one 
predominantly male setting, with the idea of offering free, substance abuse psycho-educational 
and intervention workshops. The males’ facility expressed immediate interest in receiving these 
workshop, citing that people were in need of services and the jail had no way of providing them. 
I met with the jail’s program coordinator on October 17, 2013 where the format and structure of 
the workshop was described.  A date for the first pilot intervention was set for November 5, 2013 
to give the jail coordinator time to post advertisement flyers, build interest, and register 
interested participants.  
After piloting the SIDE workshop for 14 months, I approached the jail program’s 
coordinator as well as the Captain in charge of the jail and asked permission to formalize the 
workshop into a dissertation research study. I drafted a letter of interest, stating her proposed 
study and intent to put the project through an IRB review before formally collecting data. The 
  
   36 
Captain obtained the county Sheriff’s approval for the project and officially authorized the 
project researcher to pursue a dissertation study on the SIDE workshop at this correctional center.  
Informal evaluations from 14 months (November 2013 - October 2014) of SIDE 
Workshop pilot interventions indicated that participants enjoyed the use of confrontation 
exercises throughout the session. This informal feedback led me to develop two versions of the 
workshop (i.e., a standard version and a confrontation version) and pilot both of these versions 
during different months. Again, the informal feedback revealed that the participants liked the use 
of confrontation and it seemed to increase their motivation to pursue substance abuse services 
either at the jail or in the community. Thus, the project developed into a two-treatment condition 
study, examining the influence of confrontation on participants’ readiness for change and their 
level of engagement (central route processing) in the workshop compared to a standard 
workshop without confrontation. The two treatment conditions are presented below. 
SIDE Workshop Conditions 
SIDE Workshop – Standard Version  
The SIDE Workshop is a single-session, 3-hour intervention that consists of five main 
sections: Introduction to SIDE, Psycho-education, Personal Exploration, Resource Sharing, and 
Wrap-Up. The purpose of the Introduction to SIDE is to go over the agenda of the class, 
establish ground-rules for safety and confidentiality, and give the group a chance to get to know 
each other. The Psycho-education section is designed to provide participants with basic 
educational concepts about alcohol and drugs as well as the effect that these substances have on 
the body. The purpose of the Personal Exploration section is for participants to reflect on the 
impact that substances have in different areas of their lives (e.g., social, emotional, spiritual). The 
Resource Sharing section is designed to raise awareness among participants of the different 
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treatment options that are available at the jail, other correctional institutions, and in the 
community. Finally, the purpose of the Wrap-Up section is to answer last minute questions and 
collect participants’ feedback about their experience in SIDE.  
1. Part One: Introduction to SIDE  
 
During the first part of SIDE, participants are given a general overview of the workshop, 
informed of the ground-rules, and engaged in introductions. Each participant in the workshop 
receives a Workshop Material Packet (see Appendix C) and is invited to read along as the 
facilitators go over the workshop agenda (e.g., what will be covered, what to expect, etc.). 
Participants are also informed of the workshop guidelines that everyone is expected to follow in 
order to foment a safe and open learning environment. During this discussion the limits to 
confidentiality (i.e., facilitators must report to a jail staff member if there is reasonable suspicion 
that participant intends to harm himself or others) as well as the constraints of confidentiality in 
group settings (e.g., participant may tell his roommate something he heard during the workshop) 
will be discussed. As a way to build rapport and cohesion with the group, workshop facilitators 
introduce themselves and then invite participants to do the same (e.g., name, substance of choice, 
one negative consequence related to your substance use, etc.). It is emphasized that participants 
don’t have to reveal the offense for which they are currently incarcerated unless they choose to.  
2. Part Two: Psycho-education  
 
The didactic portion of the workshop provides participants with basic education on the 
effect of substances on the body, as well as characteristics of addiction. First, participants learn 
about Blood Alcohol Content (BAC) and its physiological effects according to the Center for 
Disease Control (2011) and the National Institute on Alcohol Abuse and Alcoholism (2010). 
Participants complete an interactive activity where they have to calculate their BAC given their 
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body weight, length of drinking episode, and number of drinks per episode. Participants also 
learn about different types of tolerance (e.g., acute vs. behavioral), the body’s bi-phasic reaction 
to excessive alcohol consumption, and levels of progression to addiction (e.g., social use vs. 
dependence). Finally, participants learn about criteria for Alcohol Use Disorder or similar criteria 
for other substances, as classified by the Diagnostic and Statistical Manual For Mental Disorders, 
5th Edition (DSM-5; 2013). Even though some participants may already know the information 
covered in this portion of the workshop, they can still utilize the activities and discussion 
questions as a way to retroactively understand the progression of addiction.   
3. Part Three: Exploration  
 
After the educational material in has been covered, participants are invited to explore the 
influence that substance abuse has had on different areas of their lives. First, participants are 
given a few minutes to think about how they are feeling about the incident that caused their 
current incarceration as well as the positive and negative reasons why they use substances. To 
nurture feelings of cohesion, facilitators ask a participant to volunteer some of his responses, if 
he feels comfortable. The group is then invited to comment on what that participant shared and 
how it relates to their own lived experience (or not).  Participants are also asked to spend a few 
moments thinking about the direct or indirect consequences (e.g., social, academic, mental, 
emotional, spiritual, physical, financial) they have incurred as a result of their use. As with the 
other activities, participants are asked to volunteer their responses as well as their reactions to 
other people’s answers. Participants assess how many short-term and long-term consequences 
they have experienced and how much they are willing to risk in order to accommodate their 
continued use of the substance. To conclude this section, facilitators ask participants to define 
“denial” and guide the group in a discussion of different types of denial (e.g., minimizing, 
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blaming, hostility). Participants are asked to write down their feelings about the material 
presented so far and think about which kind(s) of denial they use the most.    
4. Part Five: Resource Sharing  
 
 In this section, the facilitator engages the participants in a discussion of resources that are 
available for participants in their current setting, in the community, and at other correctional 
facilities. During this time, participants who are already getting services or have personal 
experiences with other treatment options can share information with their peers (e.g., who to 
contact to request services) or even serve as liaisons (e.g., inviting someone to the jail’s AA 
group).  
5. Part Six: Wrap-Up 
 
To conclude the workshop, facilitators ask participants to discuss resources that are 
available to them at the jail (e.g., Moral Reconation Therapy, Alcoholics Anonymous, church 
services) and what, if anything, they have gained from these services. Resources in the 
Champaign-Urbana area (e.g., 12-step meetings, residential services, homeless shelters with a 
focus on recovery) are also discussed for the benefit of people who will be released soon. Finally, 
resources available at other correctional institutions (e.g., state and federal prisons) are discussed 
for participants who are facing longer sentences or know they will be transferred soon.   
SIDE Workshop -Confrontation Version  
The SIDE Workshop – Confrontation Version includes all the components in the 
Standard workshop detailed above in addition to a series of supportive confrontation exercises. 
These exercises focus primarily on the facilitator pointing out incongruences in participants’ 
stories, testing out participants’ perceived control over the substance, challenging beliefs about 
alcohol and drug use, building awareness about alcohol/ drug dependence, and confronting 
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mechanisms of denial. An invitation is made to the whole group for a volunteer to participate in a 
confrontation exercise with the facilitator. The facilitator engaged the participant in a 
confrontation where the facilitator challenges the participants’ thinking about his resolve to 
remain abstinent or incongruence about the severity of his consequences. After the activity is 
concluded and both the participant and the rest of the group have processed it (i.e., given their 
opinion about the experience and provided feedback for the volunteer), the invitation is made 
again for another volunteer to participate in a different activity. This is repeated a minimum of 
four times throughout the workshop. Participants who did not receive the confrontation activity 
direction are invited to process what observing the confrontation was like for them. They are 
encouraged to give feedback to peers. For a full list of the confrontation exercises used in this 
treatment condition, see Appendix D.  
Procedure 
 The following section includes an in-depth description of the procedure used for the 
intervention followed by the procedure used for the interview portions of the study.  
Intervention Procedure 
A. Recruitment 
 
People at the correctional center learned about the SIDE workshop and the study via 
flyers or by word of mouth from jail staff or fellow people. Flyers announcing the purpose, 
length, and general content of the workshop were posted in the jail’s common areas (e.g., multi-
purpose classroom, cell block common rooms), on announcement boards throughout the facility, 
and in the visiting area. People also learned about the workshop from peers that had attended the 
workshop in the past. Jail staff members were also informed about the workshop and assisted 
people through the registration and scheduling process.  
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B. Registration and Treatment Condition Assignment 
 
Once a person expressed interest in attending SIDE, he registered with the jail’s program 
coordinator to secure his spot in the workshop. Since the workshop covered a lot of material in 
only three hours, attendance was capped at ten people to allow for personalized attention to each 
person. If the person could not participate in the workshop for any reason (e.g., scheduling 
conflicts), he was given the choice of remaining on the waiting list for the next available 
workshop. Participants were registered to attend the workshop and were assigned to either the 
SIDE-S or the SIDE-C condition, depending on which workshop was being offered. Workshop 
were offered on a rotational basis. See Figure 1 at the end of this section for a schematic 
description of the enrollment, treatment condition assignment, and data analysis plan. 
C. Research Participation  
 
All participants were offered a snack when they arrived. Before beginning the workshop, 
the facilitator explained the research project and informed participants that each workshop was 
being audio recorded. Participants were asked to sign a consent form if they agreed to have their 
data used. If the participant did not agree to participate in the research aspect of the project, he 
was still allowed to attend the workshop, but his data were not collected. Once the consent form 
was signed, participants completed the pre-test, which took five minutes to complete and was 
collected before the workshop began. Immediately after the workshop ended, participants filled 
out the post-test, which took 5-10 minutes to complete and the workshop evaluation, which took 
less than five minutes to complete. They were also given a chance to indicate whether or not they 
were interested in participating in the follow-up interview, which occurred at least three days 
after the workshop. Participants who expressed a desire to be interviewed were asked to sign a 
separate consent form.   
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D. Workshop Logistics 
 
In addition to the recruitment and registration components, several logistical pieces 
needed to be in place before the SIDE workshop was conducted. First, the program coordinator 
gave the facilitator the roster of who would be attending the workshop. This was done so the 
facilitator could generate certificates and letters of completion for each participant.  Irrespective 
of whether the participants consented to have their data used, all attendees received a certificate 
and letter of completion at the end of the workshop. Attendees were also offered a snack as a 
thank you for their participation. 
The facilitator arrived 15-20 minutes before the start of each workshop to allow sufficient 
time to check in personal belongings in the lobby lockers, sign in, go through the jail’s security 
checkpoint, and set up the classroom before the workshop started. To promote a discussion-
based forum, tables and chairs were arranged in a semi-circle formation.  
Interview Procedure  
After each workshop, participants were invited to participate in the follow-up interviews. 
A roster was generated with the names of interested participants.  The interviews were conducted 
at the jail setting, either in a multi-purpose classroom or in a visitation room to ensure for the 
privacy of the conversations. All interviews were conducted by a doctoral-level African 
American faculty member in a counseling psychology program with over 20 years of experience. 
She completed the interviews no more than 10 days after workshop.  The interviews typically 
lasted between 11 – 42 minutes. Only 3 to 5 interviews from each workshop were completed 
because of the jail’s space availability (i.e., space was available only between 1:00 pm and 3:30 
pm). Additionally, even though some participants wanted to be interviewed, they had schedule 
conflicts (e.g., court appointments, work, attending other programs). One participant attended the 
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interview and decided he did not want to participate in the process once he was already in the 
room. Each interview was audio recorded and all men who were interviewed were informed of 
the purpose of the interview and they signed a consent form indicating knowledge of the study 
and voluntary participation. The data from three participants who were interviewed were not 
included in the quantitative portion of the study because the intervention was only 1.5 hours long. 
However, their interviews were included in the qualitative analysis because they provided 
insightful opinions about the quality and climate of the workshop, despite its short duration. 
Nonetheless, participants provided rich information about their experience and this qualitative 
data was included in the evaluation component of the study. For a schematic depiction of the 
overall data collection process, see Figure 1.  
Exclusion of Participants 
 Participants were not included in the quantitative portion of the study if they did not meet 
the eligibility criteria (i.e., English proficiency, good disciplinary standing), if they did not 
successfully complete the workshop. Only workshops that lasted more than 2.0 hours were 
included in the quantitative sample to ensure treatment fidelity. Additionally, only participants 
who had a substance addiction (i.e., alcohol or drugs), not a process addiction (e.g., work, 
shopping, gambling), had their data included in the quantitative portion of the study. Successful 
completion of the workshop entails that participants was present for the entire workshop, with no 
interruptions longer than 10 minutes (e.g., bath-room breaks). Participants that had to attend to 
other commitments (e.g., meeting with lawyers, visit from family, medical appointments) and 
chose to come back to the workshop were allowed to stay, but their data was not included in the 
study. For a complete list of excluded participants, refer to Table 2. 
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Intervention Fidelity  
 As an intervention study, it is essential to examine the way in which time is distributed in 
each treatment condition to accommodate for different activities. Although both treatment 
conditions last three hours, adjustments needed to be made to accommodate the confrontation 
exercises in the SIDE-C condition. In SIDE-S condition, more time was allotted to the 
psychoeducation section. Concepts were explained in more depth (e.g., have participants 
calculate the BAC for two different men instead of just one). In the SIDE-C condition, the extra 
time was allotted for the confrontation exercises, which were interspersed throughout the latter 
part of the workshop (once rapport is established).  
 It was also important to establish a clear difference between the two interventions in 
order to make causal inferences about the influence of the independent variable (confrontation 
exercises) on the dependent variable (readiness of change, central vs. peripheral route 
processing). To check for fidelity, three measures were put in place. First, the facilitator kept a 
tally of how many times a confrontation was delivered during the SIDE-C condition; the SIDE-C 
condition constituted no less than four confrontation exercises among different participants. No 
confrontations were delivered during the SIDE-S condition. Secondly, the person that conducted 
the follow-up interviews asked participants if there were any confrontation activities done during 
the workshop. 
Intervention Measures  
Stages of Change Readiness and Treatment Eagerness Scale – Drug Version 
(SOCRATES 8A and 8D; Miller & Tonigan, 1996). The SOCRATES assesses current readiness 
for behavioral change in alcohol and drug abusers. Several versions of the scale have been 
developed to specifically assess alcohol and drug use. This study utilizes the 19-item, Version 8 
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scale, which can be customized to assess for either alcohol abuse (SOCRATES 8A) or drug 
abuse (SOCRATES 8D). For the purpose of this study, participants who struggled mainly with 
alcohol were asked to replace the word “drug” with the word “alcohol”. This version was 
developed out of a 39-item version of the scale using factor analysis and has three main sub-
scales: Recognition, Ambivalence, and Taking Steps. Items are scored on a 5-point system from 
1 (“No! Strongly disagree”) to 5 (“Yes? Strongly agree”) and then summed according to the 
subscale they belong in. The subscale with the highest score is indicative of the client’s current 
stage of change. 
The SOCRATES has strong psychometric support. In a study of 301 male and female 
primary care patients, Maisto et al. (1999) reported Cronbach’s alphas of .89 -.91 for the 
SOCRATES subscales. In a similar study of 338 adult patients reporting poly-substance use, 
Burrow-Sanches and Lundber (2007) demonstrated for the most part acceptable reliability 
coefficients for each of the three SOCRATES subscales (i.e., Recognition, .88; Taking Steps, .80, 
Ambivalence .64). Similar results were found in other studies (e.g., Bertholet et al., 2009; 
Matsumoto et al, 2014; Mitchell, Francis, & Tafrate, 2007; Prendergast, Greenwell, Farabee, & 
Hser, 2008). In a sample of 337 primary care patients, Bertholet et al. (2009) found that the 
SOCRATES had strong concurrent validity, findings that were replicated a sample of 357 active 
duty military service members (Mitchell & Angelone, 2006).  
Elaboration Likelihood Model Questionnaire (ELMQ; Heppner et al., 1995). The ELMQ 
is a 12-item questionnaire that assesses central route (i.e., attitude change) via three dimensions: 
a) motivation to thoughtfully listen to a message (6 items, e.g., “How motivated were you to 
listen to the presentation?”); b) ability to process and understand the message (3 items, e.g., 
“How difficult to understand was the information presented?”); and c) favorable thoughts about 
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the message (3 items, e.g., “How would you rate the quality of the presenter’s information?”). 
Items are scored on a 7-point, Likert-type scale, with higher scores indicating more favorable 
central route attitude change. This measure was included to determine whether confrontation 
activities could elicit more engagement in the material presented.  
The ELMQ has demonstrated adequate psychometric support. In a study of 258 college 
students where the ELMQ was used to assess the effectiveness of different treatment conditions 
on student’s attitudes about rape, Heppner and colleagues (1995) estimated a Cronbach’s alpha 
of .83. In another study examining the immediate and long-term rape prevention programming 
on college men, the ELMQ also demonstrated low to acceptable estimates of reliability on a two-
factor loading (Cognitive Involvement, α = .81 and Presentation Quality, α = .61).  
Demographic data sheet.  Data were collected on participants’ age, self-identified race 
and ethnicity, and substance of choice.     
Workshop Evaluation 
 Two methods were used to assess participants’ evaluation of the workshop: (a) a 
workshop evaluation form (Appendix E) completed immediately after the workshop and (b) an 
individual follow-up interview (completed 4 to 5 days after the workshop) (Appendix F).  
Workshop Evaluation- Survey Form 
 The workshop evaluation was designed to assess how helpful the different sections of the 
workshop were, what, if anything, the participants disliked, and whether there were any parts that 
should have been done differently. Participants rated the helpfulness of five different aspects of 
the workshop (i.e., psycho-education, personal exploration, group discussion, confrontation 
exercises, and resource sharing) using a Likert scale from 1 (Not helpful) to 5 (Very helpful). 
Participants also ranked what sections they liked the least (1) to best (5). Finally, participants 
  
   47 
answered three following open-ended questions: (a) What did you not like about the workshop; 
(b) What would you have done differently if you were running the workshop; (c) Other 
comments.  
Workshop Evaluation – Interview 
Follow-Up Interview Protocol. This protocol was designed to further explore participants’ 
evaluation of the SIDE workshop, with particular attention to their perception of the quality of 
the workshop, and suggestions for improvement. In keeping with the values-engaged approach to 
evaluation, the interviewer asked participants to give their perspectives and feedback, as the 
point of the evaluation was to have the participant’s voice heard. The interview included seven 
general, open-ended questions with accompanying prompts and five demographic questions (i.e., 
age, racial self-identification, current length of stay at the jail, pending status, past 
incarcerations).The seven general questions are listed below (see Appendix F for the interview 
protocol). 
1. What was the SIDE workshop like for you? 
2. What do you remember most about the workshop?  
3. What did you like the most/ the least about the workshop? 
4. Were there any confrontation activities in the workshop? What did you think of them? 
5. Are you currently receiving or have received treatment for substance abuse?  
6. To what extent do you think the workshop is meeting the needs of people in this jail? 
7. Is there anything else that you would like to share about your experience with the 
SIDE workshop? 
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Data Analysis 
Quantitative Data Analysis 
 Data were analyzed using the SPSS 16.0. Dichotomous variables were assigned a 
numeric value, as suggested by. These variables include: a.) Condition (1 = Standard, 2 = 
Confrontation), Workshop Completed (1 = Yes, 2 = No), and Participant Interviewed (1 = Yes, 2 
= No). The following categorical variables were also assigned a numeric value: Race (1 = White, 
2 = Black, 3 = Latino, 4 = Other), Substance of Choice (1 = alcohol, 2 = marijuana, 3 = cocaine, 
4 = other, 5 = poly-substance). All other interval or ratio variables (i.e., age, raw scores on 
measures) were entered as is into SPSS. Entered data were cleaned by running frequencies and 
were visually checked for errors by running histograms and scatter plots.  
Interview Data Analysis  
 Qualitative data were analyzed using a thematic analysis approach (Boyatzis, 1998; 
Howitt & Cramer, 2007). Thematic analysis is a method of coding and interpreting qualitative 
data, such as interviews. The steps involved in thematic analysis include coding data (i.e., 
assigning descriptive labels that illustrate the central topic of a phrase or message), validating the 
codes (i.e., have multiple parties review and develop the codes), identification of themes and 
sub-themes (i.e., identify emerging themes based on frequency of occurrence), finalizing the 
code names, and providing a description of each theme (e.g., extracting quotes). 
 I listened to all the interviews twice. The first time, I listened to the audio recording 
straight through without taking notes, just to get a general sense of what the participant’s 
experience in the workshop had been. I then listened to the workshop again and took detailed 
notes of the most important themes that the participant talked about. I presented my data analysis 
and proposed coding to the person who conducted the interview and two, doctoral-level graduate 
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students. They read through my coding and analysis and gave feedback about which themes 
belonged together. After several rounds of consultation, I collapsed similar themes into broader 
categories (i.e., domains) and included themes and subthemes that corresponded to each topic. I 
noticed that a saturation of themes began to emerge as participants discussed similar topics. I 
created. Throughout the process of coding the data, I tried to make sure that different 
perspectives of the same topic were presented, so as to not present an overly positive analysis of 
the data. I coded salient domains with descriptive labels (e.g., Quality, Confrontation, Safety). To 
illustrate each domain, I extracted quotes that best exemplified each theme and sub-theme. I 
finalized the coding after I presented my findings in my department’s graduate seminar and 
received feedback from peers.  
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CHAPTER 4 
RESULTS 
 This chapter outlines the project’s key findings. In the first part, I provide the results for 
the intervention study, which examined the overall effectiveness of the SIDE Workshop on 
influencing participants’ readiness for change (Hypothesis 1) as well as the usefulness of 
therapeutic confrontation in promoting change attitudes (Hypothesis 2) and sustaining 
participants’ engagement in the workshop (Hypotheses 3). The second part examined the SIDE 
Workshop using a formative and values-engaged evaluative approach. The focus was on 
examining the overall quality of the workshop and whether or not it promoted growth in 
participants’ journey toward recovery. 
Intervention Results 
Preliminary Analyses 
 I examined whether participants in the two treatment conditions (SIDE-S and SIDE-C) 
were comparable across demographic characteristics. Participants were comparable on age 
F(1,31) = 3.18, p > .05, race χ² (2, N = 33) = 1.13, p > .05, and substance of choice χ² (4, N = 33) 
= 2.48, p > .05. See Table 4 for a summary of all comparisons. 
 Three one-way analyses of variance (ANOVA) were also conducted to determine 
whether participants’ scores on the three SOCRATES pre-test subscales (Recognition, 
Ambivalence, and Taking Steps) were comparable. The findings from the ANOVAs showed that 
the two groups did not statistically differ on the subscale scores: Recognition, F(1,31) = 2.38, p 
> .05, Ambivalence F(1,31) = 3.68, p > .05, and Taking Steps  F(1,31) = .36, p > .05.  
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Main Analyses  
 To test Hypothesis 1 (i.e., participants will report greater readiness for treatment after 
completing the SIDE –S or the SIDE-C Workshop) and Hypothesis 21 (i.e., participants in the 
SIDE-C condition would report higher readiness to change than participants in the SIDE-S 
condition), three repeated measures ANOVAs were conducted with intervention condition 
(SIDE-S or SIDE-C) as the independent variable and SOCRATES (i.e., Recognition, 
Ambivalence, and Taking Steps) as the repeated measure. There was a statistically significant 
main effect for Recognition, F (3, 29) = 88.09, p< .01, Wilk’s λ = .76, ηp2 = .74 and Taking Steps, 
F (3,29) = .645, Wilk’s λ = .84, p = < 02, ηp2 = .15. Ambivalence did not produce a statistically 
significant main effect (Wilk’s λ = .99, F = .635, p ns). Thus, Hypothesis 1 was mostly supported 
and suggests that attending the SIDE workshop increased participants’ recognition of the 
problem and their desire to take steps toward treatment. There was no evidence to suggest that 
the SIDE workshop helps decrease participants’ overall ambivalence towards change.   
Independent-samples t-test was conducted to test Hypothesis 3, stating that participants in 
the SIDE-C condition would have higher central processing (i.e., ELMQ- Cognitive 
Involvement) than participants in the SIDE-S condition. The test did not reveal a statistically 
significant difference between the participants in the SIDE-S (M = 30.06, SD = 3.29) and the 
SIDE-C (M = 29.80, SD = 4.75) conditions, t = .182, p> .05. Hypothesis 3 was, therefore, not 
supported, suggesting that confrontation activities did not promote more engagement in the 
workshop materials. See Table 4 for a summary of all the main analyses. 
 To examine Research Question 4 (i.e., What are participants’ perceptions of the SIDE 
Workshop’s overall quality, climate, and content?), descriptive information from the Workshop 
Evaluation Form as well as the Follow-Up Interview data were examined. Participants 
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overwhelmingly found the workshop sections to be helpful. Mean comparisons were conducted 
to examine which sections of the workshop participants rated the highest. On a scale of 1 (Not 
helpful at all) to 5 (Very helpful), participants rated the personal exploration section (M = 4.67, 
SD = .74) and the group discussion format (M = 4.67, SD = .65) of the workshop the highest, 
followed by the confrontation exercises (M = 4.61, SD = .83), the psycho-education section (M = 
4.42, SD = .97), and the resource sharing section (M = 4.36, SD = .68). Participants were also 
asked to rank the sections from 1 (what they liked the best) to 5 (what they liked the least). These 
data were not analyzed because of inconsistencies in the way participants answered.  
Findings from the evaluation form, listed above, mirrored the findings from the interview 
data.  Six overall domains emerged from the thematic analysis of the interview data: Workshop 
Format and Quality, Workshop Climate, SIDE as a First Step, SIDE Promotes Personal Growth, 
Facilitator’s Characteristics, and Feedback about the Confrontation Activities. The following 
section explains each domain and expands on its themes and subthemes (see Table 5 for a list of 
all domains and themes).  
Domain 1: Workshop Format and Quality 
 A significant portion of participants’ feedback centered around the quality of the SIDE 
Workshop, the content areas that participants would have wanted more of, and the experience of 
the group format. Three themes emerged in this domain: SIDE is a High Quality Workshop, We 
Want More, and Group Format Facilitated Learning. 
SIDE is a High Quality Workshop. Overall, participants stated that SIDE was a high 
quality workshop. Three sub-themes emerged within this area, specifically about the structure of 
the workshop, differences between SIDE and AA, and the resources provided. 
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• Structured Well. Participants stated that they liked the overall structure of the workshop, 
including the way the facilitator explained the concepts, how the dialogue was facilitated, 
and the relevance of the content for different people.  
o Joe - “ The way she broke down the group completely… whatever direction the 
group went, she went with it. She didn’t steer us in any direction. She kept us on 
track, but she let us talk about what we needed to talk about. That was the biggest 
help.” 
o Jerry - “There was something for everyone.” 
Although most of the participants stated that they enjoyed the structure of the workshop, one 
participant did not think that the workshop’s structure was adequate.  
o Pat - “ Too structured. A class like SIDE should not have routines. You should know 
more or less what you’re gonna speak about. I understand that. What she was saying 
was all scripted.” 
• Comparison of SIDE with A.A. Participants noted the ways in which SIDE was similar 
and different to A.A. 
o Ken - “With AA, you just sit and listen. She got us talking. She didn’t force us into 
talking, but would ask us about our thoughts and feelings. They don’t do that in AA. 
It was more interactive than an AA meeting.” 
o Pete - “ Her point of view is way different than AA. She gets to the truth… With this 
workshop, you have the opportunity to talk and get a remedy to want to stay clean.” 
• Resources are Informative.  Participants mentioned the usefulness of the resources (e.g., 
treatment options/homeless shelters/ support groups available in the jail, other prisons, and in 
the community) discussed during the workshop. 
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o Pete - “Good list and some good information about where to go. Before going to 
SIDE, I had no idea they had treatment facilities in Champaign.” 
o Ken - “I wrote down a lot of notes about after-therapy… I like the list of places I can 
call and get help.” 
A small percentage of the participants, however, expressed a lack of satisfaction with the type of 
resources as well as the time spent discussing them.  
o Dave - “She could have provided more drug-oriented information. If there was more 
information, it would have strengthened my need for recovery.” 
o Jerry - “ I would spend 10 more minutes on the resources and talking about how to 
take the next step. The resources were lacking and left people a little hungry.” 
We Want More. Two consistent sub-themes across most interviews were participants’ desire 
for longer workshops and to have SIDE happen more than once.  
• Length of the Workshop.  Some participants stated that they got a lot out of the SIDE 
Workshop, despite it being only three hours long.  
o Ken - “ For a 3-hour workshop it’s pretty good.” 
o Joe - “For 2.5-3 hours, I got quite a bit out of it for what it was. I’ve been in programs 
that last for months and gotten less out of them.” 
Other participants did not like the length of the workshop, stating that three hours was not 
enough time to cover material in-depth or share personal narratives. 
o Sam - “Had to cut a page or two early because of lockdown. She rushed through it.” 
o Mark - “My situation involved a lot of raw emotions and there wasn’t enough time to 
share; I was trying to rush through it. That was the purpose of me going to the group in 
the first place.” 
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• Frequency of the Workshop. Most of the participants expressed a desire for SIDE to occur on 
a regular basis, including multiple-session workshops. 
o John - “Instead of just once a month, structure the program to be a 90-day program. I 
would like it to be weekly.” 
o Pete - “ She needs to come more often and have group times.” 
Group Format Facilitated Learning. Another theme that emerged throughout most of the 
interviews included the benefits of the group format. The four sub-themes that emerged centered 
around not feeling alone in the group, confidentiality, reciprocal learning, and how older 
participants helped younger ones.   
• Not Feeling Alone.  Participants enjoyed relating to each other and feeling like other 
participants understood and shared their experiences and feelings about substance abuse. 
o Ray - “ Sense of security; other people have done it before. I’m not the only one that has 
gone through it.” 
o Andrew - “ From a 1 to 10, it was a 10 or more because it got me around a lot of people 
with the same mind-frame.” 
• Confidentiality. Some participants also mentioned appreciating the rule of confidentiality; it 
made them feel secure about sharing their story. 
o Pete - “ I believe the confidentiality of the group is why people get stuff off their chest. 
We get a chance to talk about what is bothering us and it don’t get back to the whole 
planet.”  
o John - “Close-knit family type. Everyone in there could share with each other without 
feeling like somebody was going to take what they heard there back to their pod or tell 
somebody else.” 
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• Reciprocal Learning.  Participants frequently mentioned how much they learned from 
hearing other’s stories. Some also highlighted how much they enjoyed having an opportunity 
to teach others via their experiences. 
o Bill - “ You can learn from different people. I need to keep coming to this and experience 
others’ experiences. I can speak and they can learn something from me.”  
o Pat -  “ Other person shared about negative consequences that happened to them; made 
me reflect about my own issues.” 
• Older Participants Helping Younger Ones. An often-mentioned theme was in reference to 
age differences among participants. Younger participants spoke about learning from older 
participants’ experiences. Conversely, older participants took on the role of mentors to 
younger participants. 
o Dave -  “ I’m 18 years old, but I saw how older people took the class. They had a little 
more insight on it. When I looked at the younger people, they didn’t have the insight 
because they didn’t have the experience.”  
o Paul - “ The most beneficial for me, personally, is airing my future desires as it pertains 
to drugs and gauging the responses from others, especially from the older guys. Hearing 
the younger guys talk about what they’re gonna do… I tend to listen to the older guys. I 
benefitted from that.” 
Domain 2: Workshop Climate 
Feedback about the workshop climate was also present in nearly all the interviews. Four 
themes emerged within this domain: Participants Felt Included and Engaged, Open and 
Comfortable Space, No Judgment Zone, and Safety and Trust in the Group. 
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Participants Felt Included and Engaged.  Most participants stated that they felt included 
and had enough opportunities to contribute their opinion throughout the workshop. They 
mentioned that the dialogue was engaging and they felt like they were a part of the conversation.  
o Larry - “I like how she included everyone in. If someone wasn’t participating, she would 
ask them their opinion. She wouldn’t try to force them.” 
o Paul - “She kept us pretty engaged; she was involving everybody.”  
As a counter point, one participant did not feel as though he was included or engaged in the 
conversation.  
o Pat - “ She was calling more on other people. I was not axed out, but I didn’t get to share 
hardly anything. I would be raising my hand and wouldn’t get called or I would get 
interrupted and I thought that was very rude.” 
Open and Comfortable Space. The majority of participants said they perceived the 
classroom and the workshop itself as a space for open dialogue. They reported feeling 
comfortable within the space. 
o Joe - “From the beginning, I didn’t feel any type of way. I felt very open and easy to 
speak.” 
o Larry - “It didn’t have me defensive at all.” 
No Judgment Zone.  Some participants mentioned that they did not feel judged at all while 
they were going through the workshop. 
o Dave - “I usually don’t talk about my personal life at all… she influenced me to talk a 
little more. I realized no one was there to judge me.” 
o Jerry -  “It’s a no-judgment platform to discuss stuff that is weighing heavily on me.” 
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Safety and Trust in the Group.  Participants also stated that trust was quickly established 
with the facilitator as well as between participants. This promoted a sense of safety that lasted 
throughout the workshop. 
o Andrew - “It felt absolutely safe; there was no problem.” 
o Paul  - “ Initially, I was a little hesitant… because of other inmates. You never know. If I 
give specific information about me, someone might take that … to get time reduction. I 
then realized that was not on their agenda and I opened up a lot more.” 
Domain 3: SIDE is a First Step 
The majority of interview participants conceptualized SIDE as the first step in a multi-step 
journey. Three themes emerged in this domain: Workshop is a Stepping Stone, SIDE Builds on 
Existing Readiness, and Seed Planting.  
Workshop is a Stepping Stone. The majority of participants said that SIDE was only the first 
step in many that they needed to take on the road to recovery.  
o Jerry -  “This workshop was a trickle for me. The dam is opening. I understood that it 
was just an introduction and it was done well. We are starting a journey, walking 
away knowing that it’s a first step.” 
o Paul -  “ We’re probably not going to be 100% prepared when we get out of jail 
without going through some sort of rehab facility after SIDE.” 
SIDE Builds on Existing Readiness. A few participants stated that people who attend SIDE 
need to have at least some level of motivation to change in order to fully benefit from the 
workshop. 
o John - “ You need to be ready to make a change by yourself. If they’re ready for 
change, they can get information to help them on the road to recovery.” 
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o Jerry - “If you’re not sick and tired of the way you’ve been living and the way your 
life has been going, then what you heard in there was not going to do you any good 
because you are not ready for change.” 
Seed Planting. Some participants mentioned that, even if no motivation to change exists, the 
SIDE workshop plants a seed so that people can build on what they experienced in the workshop 
at a later date. 
o John - “If they ain’t ready then what the workshop does it plants a seed that can be 
watered later. They might not act on it right now, but later in life they might think, 
‘When I was in ____ County Jail and I went to this program called SIDE… and they 
remember and can act on it.” 
Domain 4: SIDE Promotes Personal Growth  
The majority of participants indicated that they had achieved personal growth because of the 
workshop’s content. The two main themes that emerged under this domain were: Psycho-
Education: Increases awareness of substance abuse and Personal Reflection: Increases emotional 
Processing.  
Psycho-Education Section: Increases Awareness of Substance Abuse. Participants stated 
that the psycho-education section of the workshop increased their awareness of the physical 
effects of substances on the body and on other mental health concerns.  
o Jack - “ I learned how bad my addiction really is. Check this and check that… By the 
end, I had checked everything on the paper.” 
o Pete  - “I never knew why I was depressed until she explained that. I didn't know 
alcohol was a depressant. I really took a look at that.” 
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Reflection Section: Increases Emotional Processing.  Five sub-themes emerged in 
regards to how the reflection section of the workshop increased participants’ emotional 
processing. In particular, some participants said that this section was a confirmation of their 
addiction, a reality check, and a personal evaluation of their values. Other participants processed 
the toll of recidivism in their lives and were able to clearly articulate a desire for recovery 
• Confirmation of addiction severity. Participants who had some awareness of their 
substance abuse gained more awareness about their level of addiction. Likewise, participants 
who did not know or were in denial about their level of dependence, got clarity.  
o Dave - “It was beneficial to learn about the excuses we give ourselves for the 
addiction. They applied mainly to alcohol and I tried my best to apply it to drugs.” 
o Jerry  - “ It’s reiteration. What stands out to me the most was crossing the threshold 
from social drinker to being an addict. I liked the cucumber analogy.” 
• Reality check. A number of participants stated that the reflection section of the workshop 
was a reality check. 
o Bill - “ This is a wake up call.” 
o Jack -  “ It’s a reality check. You’re not lying to nobody or hiding it.” 
• Personal evaluation of values. Most participants spoke about the self-assessment that 
they performed on their values, how their behavior was hurting their loved ones, and whether 
the consequences were worth continued use.  
o Ken - “ The part she discussed about positives and negatives. What you value. In the 
end, they were all negatives. You might think they’re positive, but it really hits home.” 
• Toll of recidivism. Several participants, regardless of age, spoke about the emotional and 
mental toll that re-incarceration had on them.  
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o Bill - “ People get tired of coming back to jail. You have to do something to better 
yourself in here.” 
• Recovery. The majority of participants expressed a desire for abstinence and recovery.  
o Jerry - “ I want more. I want more recovery.” 
o Pete - “ Yes, I want to stop. I have to quit this madness.” 
Domain 5: Facilitator Characteristics 
 A domain that emerged in all the interviews was participants’ perceptions of the 
facilitator. Two themes that clearly emerged under this domain were: Facilitator was caring and 
genuinely interested as well as Strong Facilitation Skills.  
Facilitator showed genuine care and interest.  Participants perceived the facilitator as 
caring and genuinely interested in them. 
o Bill -  “She likes to help other people. I could see that.” 
o Pat -  “ She has authentic care. She’s trying. She likes what she does and wants to 
help.” 
Strong facilitation skills.  Participants stated that the facilitator was skilled in leading the 
group and did a good job with facilitating the dialogue.  
o Pete -  “ She had a unique approach to the conversation. She was on point. I’m glad I 
had the opportunity to talk with her.” 
o Joe -  “ You could tell she has done it before and she was good at it” 
Although the facilitator was perceived as genuine, one participant alluded to the fact that the 
facilitator’s use of popular terms for drugs was lacking. 
o Paul -  “ Her street slang left a little to be desired.” 
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Some participants stated that the facilitator was not taken seriously, either by themselves 
or other members of the group, because she was perceived as inexperienced in the area of 
substance abuse. 
o Dave -  “She has no personal experience with drugs. If the workshop offered a 
speaker who used to go through that, that would touch bases with a lot of people.” 
o James -  “Psychologists that are too young, I don’t really like to talk to them. To me, 
it’s more beneficial for somebody that’s running a class like that to have been through 
at least a stint so they can say they understand.” 
Domain 6: Feedback on Confrontation Activities 
 All of the participants in the SIDE-C condition identified the condition as confrontation (i.e., 
they were able to clearly recall and speak about the confrontation activities during their 
interviews). These participants identified the activities as interesting and helpful.  Four positive 
main themes emerged from this data. The first two themes, Interesting and Challenging and 
Helpful were positive reflections of the confrontation activities. The two other themes, 
Insufficient and Unrealistic, were negative and or constructive criticisms of the confrontation 
activity.  
Interesting. A few participants stated that they found the exercises interesting and engaging. 
o Paul -  “ The confrontation was really interesting. I can see what she was getting at 
and I liked that.” 
o Steve - “ At first I didn't want her to confront me. She asked me. After I saw how she 
did it with other people, I liked it. I wish she had confront me.” 
Challenging and Helpful. Participants stated that the confrontation activities were helpful in 
that they challenged their thinking about substances and behaviors associated with their use.  
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o Sam -  “ She was challenging me, but she was asking me questions that I needed to 
think about; I found that helpful.” 
o George - “ She didn’t confront me, but I saw how others were handling the 
confrontation. It was really deep. I personally found it very helpful because it made 
me think about myself and I wasn’t even one of the people that got it.” 
Not all participants found the confrontation activities helpful or interesting. A few 
participants experienced them as unrealistic and overall insufficient to achieve change. 
Insufficient. Some participants did not experience the confrontation activities as challenging 
enough. 
o Sam - “ I didn’t see it as confrontation, but I think there should be more challenging 
questions to be honest.” 
o Paul -  “ It wasn’t great. Having [the drugs] right in front of you and seeing that really 
does something to you. Just talking about it does not.” 
Unrealistic. Participants described the confrontation activities as unrealistic and not 
grounded in their actual experiences of substance abuse.  
Examples: 
o Paul -  “ She was trying to show us that maybe we needed to go back and look at our 
interactions with people in our lives. Understand that, when we’re in jail, we’re separate 
from that stuff.”  
o Pat -  “The confrontation was too fake. Everything she was saying, I could tell it was 
scripted. I could just tell.” 
Some participants gave specific feedback about incorporating peers in the confrontation 
activities.  
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o Paul -  “ Having peers confront each other might have better avenues of approach to 
convince someone to utilize a drug. If she were to ask others to jump in, they would be 
more willing to assist and be part of the situation.” 
o Pat -  “ She could ask others in the room what they might do or how did they do during 
the confrontation.” 
Several of the participants mentioned that their initial intent when signing up for SIDE was to 
get out of the pod for a few hours. Although these comments did not consistently emerge across 
the interviews, they are worth mentioning.  
o Andrew - “Well, I was out of the pod. So, that was pretty exciting.” 
o Paul - “ If it was bi-monthly, there would be more people that would be willing to come 
out here just to get out of the pod.” 
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CHAPTER 5 
DISCUSSION 
 
The purpose of this study was to examine the effectiveness of the SIDE Workshop in 
increasing incarcerated men’s readiness for change and providing a quality and safe space for 
them to give voice to their struggles with substance abuse. Findings from this exploratory and 
evaluative investigation support the growing evidence documenting the potential benefits of 
short-term, and even single-session interventions to meaningfully increase readiness for change 
(i.e., increase awareness of the problem, decrease hesitation to make changes, pursue treatment 
options, etc.). Specifically, incarcerated men who participated in the 3-hour Substance Abuse, 
Impact, Discussion, and Education (SIDE) Workshop reported an increased readiness for change. 
Two versions of SIDE were tested: a standard version and a version that incorporated therapeutic 
confrontation. Findings indicated that while the confrontation condition did not produce 
significantly greater readiness to change compared to the standard condition, it also did not 
detract from one’s readiness for change. Confrontation was also not related to participants’ level 
of engagement with the workshop material. That is, participants reported high levels of 
engagement in both SIDE workshop conditions. Finally, participants perceived the SIDE 
Workshop as a positive, informative, and empowering experience for incarcerated men. 
 Consistent with my hypothesis, participants’ readiness for change, for the most part, 
significantly increased after attending the SIDE Workshop. Out of the three dimensions of 
change that were measured (i.e., Recognition, Ambivalence, and Taking Steps) participants 
demonstrated an increase in their recognition of the problem and their desire to pursue future 
treatment options. Effect size estimates indicated that 74% of the difference in participants’ post-
test recognition scores and 14% of the difference in participants’ desire to pursue future 
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treatment was explained by the independent variable (i.e., attending SIDE). Participants made 
significant gains in their level of awareness about the impact of substances in their lives. They 
also showed marked improvement in their desire to pursue treatment. These findings are 
consistent with the vast body of literature that documents that substance abuse interventions 
work. One study (Zlotnick, Najavits, Rohsenow, & Johnson, 2003) examined the effect of a 
substance abuse intervention on a small sample (n =15) of female inmates and found a similar 
effect size (.70). These findings point to the effectiveness of substance abuse services in jails and 
prisons. Interventions don’t need to be lengthy and expensive to be effective. 
The qualitative findings from the individual interviews also supported participants’ 
readiness for change as reflected by a perceived increase in the recognition of the problem and 
taking steps to address one’s substance use. For example, a prevalent sub-theme that emerged 
when participants talked about personal growth was that for attending SIDE was a reality check; 
it influenced them to take a closer look at the severity of their addiction as well as the impact that 
it had on important areas of their lives (e.g., relationships with loved ones, desire to stop the 
cycle of addiction). A large number of participants also made reference to the fact that SIDE is 
just one step in a long journey of recovery. Continuity of services is a must if recovery is the goal. 
These findings align within the goal of empirically supported substance abuse interventions (e.g., 
individual and group counseling). That is, to help people identify the problem and make strides 
in changing their behavior (Center for Substance Abuse Treatment, 2005a).   
The third dimension of readiness of change, ambivalence, did not show a statistically 
significant pre- to posttest change. Although the finding is contrary to my hypothesis, it aligns 
with the assertion that ambivalence is a natural and necessary part of the change process 
(Prochaska, DiClemente, & Norcross, 1994). Even though a person knows they need to change 
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their behavior, they might feel scared to because of fear of failure or fear of rejection from peers. 
Supporting the findings made by Flora (2012), one can conclude that participants still had mixed 
feelings about whether or not they were “done” using the substance, even though they increased 
recognition of their addiction and displayed a desire to change. It takes time for participants to 
work through their ambivalence; the process will happen as the person works through the 
continuum of change (Prochaska et al., 1994). The take home message from the findings, 
however, is that the SIDE Workshop positively influenced participants’ readiness. This finding 
adds to the current literature that short-term interventions, even those with just a single session, 
can produce outcomes similar to long-term interventions (Miller, 2009). 
 Contrary to my hypothesis, participants in the SIDE Workshop that included 
confrontation did not report increased readiness for change compared to participants in the 
standard condition. The larger point, however, is that participants in the confrontation condition 
did not report lower readiness for change and they were as likely to be engaged in the activities 
as they were in the standard workshop. The latter finding suggests that confrontation can be as 
equally engaging as other treatment approaches. Subsequently, the finding suggests that 
therapeutic confrontation does not harm the client, although it does not promote readiness more 
than other treatment approaches. These findings support the line of emerging research that 
suggests that confrontation is not necessarily a harmful therapeutic approach (e.g., Clark, 2012; 
Davis, 2005; Polcin, 2003, 2006, 2009).  
 The evaluation findings paint a slightly different and more favorable interpretation of the 
utility of confrontation. The majority of participants easily identify that confrontation was used 
in the workshop and, moreover, the majority of those interviewed, found the confrontation 
activities to be helpful. The confrontation activities promoted personal reflection of what real-life 
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pressure to continue using substances would be like. Even if some people did not get confronted, 
all participants were a part of the activity and contributed their feedback as well as what the 
process, by proxy, was like for them. Contrary to some research (e.g., Miller, 2007), the 
confrontation activities on the whole were not perceived as hostile or combative. Subsequently, 
these types of activities did not increase participants’ defensiveness. Some participants even 
conveyed a desire to be confronted after seeing what the process was like for others. This finding 
helps shed light on the evaluation question regarding the climate and quality of the workshop. 
Participants felt respected and comfortable enough to have their thinking confronted. These 
qualitative findings challenge the widely accepted assertion that confrontation is a harmful 
process. In fact, they support the emerging literature, which contends that confrontation can be a 
useful therapeutic tool when used appropriately (Polcin, 2003).  
These findings also lend themselves well to the study’s values-engaged approach and 
formative design. Participants’ feedback from after each workshop was incorporated into the 
overall conceptualization of the workshop. For example, participants in earlier confrontation 
groups suggested that the facilitator ask the participant how he wanted to be challenged, based on 
his past experiences. By so doing, the confrontation activities would be more realistic and 
relevant. Throughout the data collection process, participants’ voices were heard and valued; 
their feedback was incorporated into the intervention. This was done to give marginalized and 
mistreated people a voice in the interventions they receive, and a chance to be active, rather than 
passive participants of the change process.    
Limitations 
 This research project had several notable limitations. First, the study had a small sample 
size. The biggest limitation in this respect is that the researcher is restricted to observing larger 
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effects. Thus, smaller differences and interactions may not be easily detected and erroneous 
conclusions (Type I and Type II errors) may be drawn. In the present study, the small sample 
size resulted in limited statistical power and a modest effect size, which may explain the fact that 
there were no differences between treatment groups on readiness or engagement. Hackshaw 
(2008) argued that there is nothing wrong with conducting studies that have small sample sizes, 
as long as they are designed correctly. The results of such studies, however, should be seen as 
exploratory and interpreted carefully; they should be used as the catalyst for future, confirmatory 
research with a more representative sample size.  
 An additional limitation to this study was that the pre- and post-test measures were 
administered on the same day. In the original research design, the pre-test was to be administered 
at least two days before the workshop. During data collection, it became clear that it was 
impossible to collect pre-test surveys prior to the SIDE workshop given the limited resources at 
the local jail. Likewise, because of the limited resources and the transitory nature of the prison 
setting, the post-test had to be administered immediately following the workshop. These factors 
make it difficult to make inferences about participants’ long-term change process, and whether or 
not SIDE was a significant, influential factor in their decision to make changes.  
 Another noteworthy limitation to the study was that I designed the intervention and I 
facilitated each of the workshops. In part, the participants may have been responding to my style 
as a facilitator and less to the content of the workshop. In the follow-up interviews, a number of 
the participants noted that my level of enthusiasm and passion for teaching was a big part of why 
they enjoyed the workshop. My intent was to have different facilitators teach the workshops so 
that participants could experience a variety of teaching styles, but that was not made possible 
because of logistical reasons. On the one hand, having one facilitator provides a sense of 
  
   70 
consistency; differences in facilitating styles were inherently constant. On the other hand, an 
examination of the workshop’s effectiveness when conducted by different facilitators is 
warranted.  
 The fact that the SIDE Workshop is a single session intervention is as much a limitation 
as it is a strength of the study. Even though findings support growing evidence that single session 
interventions can be just as effective as lengthier options (Miller, 2009), nonetheless, it limits our 
ability to make inferences about change to one single encounter. Thus, we are not able to account 
for environmental changes (e.g., stress, mood, etc.) that could also contribute to participants’ 
change process.  
 The study would have benefited from a more clearly structured evaluation form. 
particularly the section on ranking the activities that one liked the best. While some participants 
correctly ranked the different activities from 1 (i.e., liked the least) to 6 (i.e., liked the best),  
other participants merely checked (✔) the activities they liked the best or assigned the same rank 
value to multiple activities (i.e., both psycho-education and group discussion got a 4). Because of 
the lack of uniformity across responses, I was unable to analyze these data, which would have 
otherwise yielded rich information. An evaluation of the activities would have been better 
achieved if the instructions were more uniformly written and verbally explained by the facilitator.    
Clinical and Research Implications 
Findings from this study imply that substance abuse interventions may not need to be 
lengthy or costly to influence a person’s readiness for change. It is unrealistic to expect a single 
intervention to supply long-time substance abusers with the necessary tools to establish and 
maintain recovery. However, the present study’s findings do highlight the fact that there are 
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ways to increase recognition and promote positive change for incarcerated people, even when 
treatment options are not readily available. 
 More in-depth information about the influence that the SIDE Workshop has on 
participants’ readiness to change could have been obtained with a longitudinal research design, 
where participants are followed six months or a year after they participate in the workshop. This 
design could have added important mixed-method data about steps that participants have taken, 
if any, to establish and maintain a path of recovery. Objective indicators like reductions in 
symptoms of depression and anxiety could be measured. Other social factors could also be 
measured, including family re-integration, involvement in academic or vocational pursuits, etc. 
This type of information would also provide information about whether participation in single 
session workshops like SIDE is correlated with long-term reductions in recidivism rates for 
people who abuse substances. 
 Another future improvement to the SIDE Workshop based on participants’ feedback 
would be to create separate alcohol and drug versions of the intervention. Each version would 
have more specialized psycho-educational materials and discussion prompts. This way, a 
participant that struggles with heroin addiction doesn’t need to spend time learning about the 
effects of alcohol (e.g., Blood Alcohol Content), but can better utilize his time learning about the 
effects of opiates and vice-versa. Similarly, there would be more homogeneity in participants’ 
experience and, by extension, more opportunities for participants to relate to each other.     
Similarly to the direction mentioned above, a future direction for the SIDE Workshop 
could be to create a peer-led version of the SIDE workshop. Incarcerated men who are interested 
in taking on a mentor role could be trained to facilitate portions of the workshop that do not 
require specialized training (e.g., psycho-education, facilitating dialogue about group 
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experiences, disseminating information about treatment options). This approach could potentially 
yield more participation and cohesiveness among the group, as all participants would have 
relevant experiences to contribute 
This study has important implications for substance abuse intervention research. More 
research is needed to examine the effectiveness of clinical interventions in correctional settings. 
Researchers can expand on this study’s findings to further examine the effectiveness of 
therapeutic confrontation and other, lesser-studied approaches on increasing people’s readiness 
for change. As substance abuse units in correctional settings continue to experience budgetary 
cuts, exploration of affordable interventions will become even more necessary.  
Participants indicated that the sections on types of denial and impact of the substance on 
different areas of one’s life produced the most change. A future direction, then, would be to 
expand on these sections by adding more didactic and critically reflective activities. For example, 
in addition to learning about the types of denial (e.g., blaming, minimizing), participants could 
identify which one they use the most by writing personal examples for each one. A follow-up 
activity could be to read a scenario and have participants identify what types of denial are being 
used. Participants could write a list of barriers to success (e.g., living with someone who enables 
them to use) and identify ways to overcome these barriers. Elaboration in these two sections 
would also give participants more time to engage in meaningful discussions with the group. 
Another possible improvement to this project could have been conducting a post-
workshop focus group. Participants could become actively involved in making improvements to 
the content and structure of the workshop so it better suits their needs. Additionally, their insight 
and voice could be incorporated into activities or discussion prompts that are better grounded in 
their experience. 
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A potential change to the SIDE Workshop is increasing the dosage of the intervention by 
dividing the material into two or three different sessions. As participants suggested, the content 
of the workshop could be better grasped if more time was allotted for each section. For example, 
if the workshop was divided into three main segments, participants could spend the first segment 
getting to know each other and sharing their stories (i.e., rapport and alliance building), the 
second session obtaining knowledge about addiction (i.e., psycho-education that is specifically 
tailored to either alcohol or drug abuse), and the third session engaging in personal reflections 
about the impact of substance abuse in their lives (e.g., personal reflection). Another benefit to a 
multi-session approach to SIDE would be that participants have more opportunities to engage in 
group discussions and learn about available treatment options at the jail, in other institutions, or 
in the community. 
Conclusion 
Substance abuse is a significant behavioral health concern, especially for people who are 
incarcerated. Even though a large number of people housed in correctional institutions need 
services, low-funded institutions, like county jails, generally do not have the financial resources 
to provide empirically based substance abuse treatment (Taxman, Perdoni, & Harrison, 2007). 
Although the behavioral health field has made great strides in developing substance abuse 
treatment options for incarcerated people, interventions that are affordable, accessible, and 
effective still need to be developed.  
There is little doubt that substance abuse treatment works. Successful treatment outcomes 
can include physical, psychological, and emotional changes to the addicted person as well 
reintegrating them into their families and communities (Hubbard, Craddock, & Andersen, 2003; 
Peters & Matthews, 2002). The majority of studies in this area support the use of empirically 
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supported approaches (e.g., motivational interviewing) (e.g., Miller, Benfield, & Tonigan, 1993; 
Miller & Rose, 2009) and established treatment modalities (i.e., individual and group counseling, 
therapeutic communities, 12-step programs, etc.) for increasing readiness for change as well as 
establishing and maintaining a path of recovery (Young, Farrell, Henderson, & Taxman, 2009). 
The focus of the conversation in the empirical literature about what works in substance abuse 
treatment is shifting, however. The question is not whether treatment works, but rather, are 
participants ready to engage in services (Abar, 2012; DiClemente, Doyle, & Donovan, 2009; 
Prochaska, 2008). If people are not ready to engage in treatment services, what approaches can 
be used to increase readiness for change so that treatment can be effective? The answer to this 
question is especially important for persons who are incarcerated because of access, time 
constraints (Leukefeld & Tims, 1992; Swartz et al. 1996), and the overall stigma of both 
substance abuse and incarceration (Center for Substance Abuse Treatment, 2005a). 
The study’s main findings revealed that participants reported more readiness for change 
after attending the SIDE Workshop. Contrary to what was expected, participants in the 
confrontation condition did not report more readiness for change or higher engagement in the 
workshop materials than participants in the non-confrontation condition. Thus, confrontation did 
not emerge as an additive variable in this study, although support was found that it is not a 
harmful therapeutic technique. Overall, participants enjoyed the confrontation activities and gave 
helpful feedback and how to improve the approach in the future. 
The SIDE Workshop was generally perceived as a safe, comfortable, and high-quality 
learning environment for incarcerated men who struggle with substance abuse. Participants felt 
heard, respected, and validated. The overall consensus was that more opportunities, like SIDE, 
should be made available to people who are incarcerated. Interventions make a difference. 
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Footnotes 
1     Findings from three, separate, independent sample t-tests support the findings for 
Hypothesis 2. Only post-test scores were used in this analysis because it was previously 
determined that participants in both conditions had comparable pre-test scores. There were no 
statistically significant differences in Recognition (SIDE-S: M = 32.67, SD = 4.59; SIDE-C: M = 
29.87, SD = 7.73), Ambivalence (SIDE-S: M = 13.67, SD = 4.60; SIDE-C: M = 12.26, SD = 
3.58), or Taking Steps (SIDE-S: M = 33.33, SD = 4.95; SIDE-C: M = 31.20, SD = 7.12) between 
the SIDE-S or the SIDE-C conditions t = .182, p> .05. Thus, Hypothesis 2 was not supported, 
suggesting that Confrontation was not an additive variable in helping participants increase 
readiness to change.  
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TABLES AND FIGURES 
FIGURE 1.  BASELINE PARTICIPANT CHARACTERISTICS  
 
 
 
 
 
 
 
 
 
 
Registered  = 50 
SIDE Standard      
= 27 
Incomplete/ 
Excluded  
= 9 
Completed 
Intervention 
= 18  
Quant. Analysis 
= 18 
Interview 
= 9  
SIDE Confrontation  
= 23 
Incomplete/
Excluded 
= 8 
Completed 
Intervention 
= 15 
 
Quant. Analysis 
= 15  
 
Interview 
= 13  
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TABLE 1: BASELINE PARTICIPANT CHARACTERISTICS 
 SIDE-ST SIDE-C Total  
 
Participants   18   15   33 
 
Age (M, SD)   35.73 (10.15)  39.07 (10.28)  32.94 (9.42) 
 
Racial Background 
Black   8 (44.4%)  9 (50.0%)  17 (51.5%)  
White   8 (44.4%)  4 (26.7%)    12 (36.4%) 
Hispanic  2 (11.1%)  2 (11.1%)      4 (12.1%) 
 
Substance of Choice  
Alcohol  8 (44.4%)  4 (26.7%)  12 (36.4%)   
Marijuana  1 (5.6%)  1 (6.7%)    2 (6.1%) 
Cocaine  1 (5.6%)  2 (13.3%)    3 (9.1%) 
Other   1 (5.6%)  0 (0.0%)    1 (3.0%) 
Poly-substance 7 (38.9%)  8 (45.5%)  15 (45.5%) 
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TABLE 2: REASONS FOR EXCLUSION FROM STUDY SAMPLE  
ID No.  Reason  
102  No longer in custody 
107  No show 
109  Incomplete workshop* 
110  Declined; no reason given 
111  Incomplete workshop* 
112  Transferred to a different facility 
113  Incomplete workshop* 
114  Incomplete workshop* 
115  Left half-way through workshop; did not return 
122  Schedule conflict 
130  Was 40 minutes late because of lawyer meeting; did not take pre-test 
132  Left after 20 minutes; did not return 
141  In court 
142  In court 
144  In court 
145  In court 
148  In court 
* Workshop was not included in final sample due to insufficient dosage (only 1.5 hours long)  
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TABLE 3: FOLLOW-UP INTERVIEW PARTICIPANT CHARACTERISTICS  
 SIDE-ST SIDE-C Total (n) 
Total Participants Interviewed   13  9  22 
 
Age [M (SD)]      32.9 (9.43) 39.1(10.28) 35.1 
Racial Background 
Black      6  4  10  
White      7  2    9     
Latino      1  2    3  
 
Treatment Status 
 Yes      4  1    5 
 No               10  7  17 
 
Previous Incarceration 
 None      2  4    6 
 Once      2  1    3 
 Multiple times              10  3  13  
      
Current Status 
 Awaiting trial/ sentencing            10  5  15 
 Awaiting probation     1  0    1 
 Transfer to another institution  0  1    1 
 Drug Court     1  1    2 
 To be released     2  1    3   
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TABLE 4:PRE-TEST AND POST-TEST SCORES  
Variable     Pre-Test   Post-Test 
      M, SD    M, SD 
SIDE (N = 33)   
SOCRATES 
  Recognition   25.54 (5.82)   31.39 (6.27)* 
  Ambivalence   13.39 (4.94)   13.03 (4.16) 
  Taking Steps   31.18 (6.18)   32.36 (6.03)* 
  
SIDE-S (n = 18) 
 SOCRATES 
  Recognition   26.94 (5.10)   32.67 (4.58)   
  Ambivalence   11.94 (4.99)   13.66 (4.60) 
  Taking Steps   31.78 (5.44)   33.33 (4.94) 
  
SIDE-C (n = 15) 
 SOCRATES 
  Recognition   23.87 (6.35)   29.87 (7.72)  
  Ambivalence   15.13 (4.44)   12.26 (3.57) 
  Taking Steps   30.46 (7.09)   31.20 (7.12) 
 
* p < 05; Based on results of repeated measures ANOVA. All other results based on independent samples T-Test 
results 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
   99 
TABLE 5: INTERVIEW DATA DOMAINS AND THEMES   
Domain     Theme  
1. Workshop Format and Quality    
       SIDE is a High Quality Workshop 
• “ The way she broke down the group completely… 
whatever direction the group went, she went with it. She 
didn’t steer us in any direction. She kept us on track, but 
she let us talk about what we needed to talk about. That 
was the biggest help.” 
• “With AA, you just sit and listen. She got us talking. She 
didn’t force us into talking, but would ask us about our 
thoughts and feelings. They don’t do that in AA. It was 
more interactive than an AA meeting.” 
We Want More  
•  “ For a 3-hour workshop it’s pretty good.” 
•  “For 2.5-3 hours, I got quite a bit out of it for what it 
was. I’ve been in programs that last for months and 
gotten less out of them.” 
Group Format Facilitated Learning  
• “ I was relieved that there were other people to talk to. I 
had been holding on to that stuff forever.” 
• “ I believe the confidentiality of the group is why people 
get stuff off their chest. We get a chance to talk about 
what is bothering us and it don’t get back to the whole 
planet.” 
2. Workshop Climate      
Participants Felt Included and Engaged  
• “She gave everyone more than enough chances to 
participate… great experience all around.” 
• “I like how she included everyone in. If someone wasn’t 
participating, she would ask them their opinion. She 
wouldn’t try to force them.” 
Open and Comfortable Space 
• “From the beginning, I didn’t feel any type of way. I felt 
very open and easy to speak.” 
• “ Everybody discussed something because they were 
comfortable with it.” 
No Judgment Zone 
• “I usually don’t talk about my personal life at all… she 
influenced me to talk a little more. I realized no one was 
there to judge me.” 
•  “It’s a no-judgment platform to discuss stuff that is 
weighing heavily on me.” 
Safety and Trust in the Group  
• “It felt absolutely safe; there was no problem.” 
•  “ Initially, I was a little hesitant… because of other 
inmates. You never know. If I give specific information 
about me, someone might take that … to get time 
reduction. I then realized that was not on their agenda 
and I opened up a lot more.” 
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TABLE 5: INTERVIEW DATA DOMAINS AND THEMES (CONTINUED) 
 
Domain     Theme  
3. SIDE is a First Step     
Workshop is a Stepping Stone  
• “You can’t expect to hear this spectacular thing and be 
fixed. You have to do more afterward.” 
• “I think it’s a good stepping stone to get you directed into 
future treatment. One workshop isn’t going to affect you 
immensely, but it gives you the tools. If you’re not going 
into further treatment, you’re just spinning your wheels.” 
SIDE Builds on Existing Readiness 
• “ You need to be ready to make a change by yourself. If 
they’re ready for change, they can get information to help 
them on the road to recovery.” 
• Jerry – “If you’re not sick and tired of the way you’ve 
been living and the way your life has been going, then 
what you heard in there was not going to do you any good 
because you are not ready for change.” 
Seed Planting 
• “If they ain’t ready then what the workshop does it plants 
a seed that can be watered later. They might not act on it 
right now, but later in life they might think, ‘When I was 
in ____ County Jail and I went to this program called 
SIDE… and they remember and can act on it.” 
4. SIDE Promotes Personal Growth    
Psycho-Education Section: Increases 
awareness of substance abuse  
• “The chart (BAC) was pretty interesting. It did benefit me. 
Doesn’t take much spike that number.” 
• “I never knew why I was depressed until she explained 
that. I didn't know alcohol was a depressant. I really took 
a look at that.” 
Reflection Section: Increases emotional 
processing 
• “ The part she discussed about positives and negatives. 
What you value. In the end, they were all negatives. You 
might think they’re positive, but it really hits home.” 
• “ It’s a reality check. You’re not lying to nobody or 
hiding it.” 
5. Facilitator Characteristics    
Facilitator showed genuine care and 
interest 
• “ Her belief in us. That we can recover. It really hit home 
for me.” 
• “ She talked about the many different resources we have 
to better ourselves. I thought that was really neat because 
it makes me feel like someone cares about me.” 
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TABLE 5: INTERVIEW DATA DOMAINS AND THEMES (CONTINUED) 
 
Domain     Theme  
 
Strong facilitation skills 
• “ She asked us how we were feeling and I would tell her I 
was embarrassed. She then asked a whole different 
question to get the real truth out… She could tell I was 
angry… I gave up the goodies!” 
•  “ She did a great job. I’m not big on counseling, but she 
caught me fresh. I didn’t know what to expect. I just know 
I need help. She helped me realize I need to do something.” 
No personal experience with substance 
abuse  
• “ I had my impressions about her that she didn’t struggle 
with an addiction. How can she tell me about myself? 
Sometimes, you need to hear those things from an 
educational point of view.” 
• “ If I was a heroin addict, I wouldn’t go to one of these 
programs. Instead, I would go to a program with someone 
who has gone through the same situation.” 
6. Feedback on the Confrontation Activities   
Interesting  
• “ The confrontation was really interesting. I can see what 
she was getting at and I liked that.” 
• “ At first I didn't want her to confront me. She asked me. 
After I saw how she did it with other people, I liked it. I 
wish she had confront me.” 
Challenging and helpful  
• “ She was challenging me, but she was asking me 
questions that I needed to think about; I found that 
helpful.” 
• “ She didn’t confront me, but I saw how others were 
handling the confrontation. It was really deep. I 
personally found it very helpful because it made me think 
about myself and I wasn’t even one of the people that got 
it.” 
Insufficient 
• “ I didn’t see it as confrontation, but I think there should 
be more challenging questions to be honest.” 
• “ On the one had, the confrontation was great, but at the 
same time, it could have been further. It could have been 
exposure-based… I understand that the confines of the 
jail make it difficult.” 
Unrealistic   
• “ I knew it wasn’t real so it didn’t get my heart racing. I 
always knew she wasn’t really going to offer me cocaine 
or alcohol. She didn’t have anything to challenge me with 
for real.” 
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APPENDIX A: PROTOCOL 
 
 
 
©Substance Abuse 
Impact 
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Purpose of SIDE  
To have an open, honest, and safe conversation about the impact that 
substance abuse has had on your life. 
 
1. Social life (i.e., school, employment, incarceration) 
2. Relationships (i.e., friends, families, acquaintances) 
3. Self (i.e., self-esteem, values, goals) 
4. Substance (i.e., addiction to alcohol, drugs, or other “process addictions”) 
 
Overview 
 
1.  Introduction 
• Ground Rules 
• About Me – 
• Why Am I Here?  - Your Purpose for this Workshop 
• Can’t Live with ‘Em, Can’t Live Without ‘Em  - Reasons Why You Use 
 
2. Review basics about alcohol and drug education: 
• How Much is Too Much?  - Blood Alcohol Content and Tolerance 
• A Night Out  - The Biphasic Effect 
• The Road to Addiction   - Levels of Progression 
• When Have I Crossed the Line?  -  Substance Abuse Disorder 
 
2.  Explore your relationship with substances: 
• How Have Drugs and Alcohol Affected Me? – Psychological, physical, 
and social impact of substances  
• I Hit Rock Bottom, Now What?  - The risks and consequences of tolerance 
• I Don’t Have a Problem - The Role of Denial  
• Why Me? - Risk Factors  
 
3. Customized Report Feedback  
 
4. Wrap-Up 
• Next Steps 
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Ground Rules 
 
The group norms/ground rules that we will use for today’s conversation are: 
1. Respect everyone’s opinions and feelings. 
2. Accept others where they are; they must do the same for you. 
3. Use “I” statements (e.g., “I feel this…” “I think that…”) 
4. Speak for yourself only. 
5. Avoid generalizing (e.g.,“All Black men…” or “Everyone 
knows...”) 
6. Keep everyone’s stories confidential. **. 
7. Disagreements are OK! We’ll work with them. 
8. Ask Questions when something is unclear. 
9. Be honest. 
10. Don’t interrupt; everyone should have an opportunity to speak. 
11. Right to Pass. 
12. Anything else?_____________________________________ 
 
** Limits to Confidentiality.  
o As mental health professionals, the workshop facilitators are ethically and morally 
bound to keep what you say during the workshop confidential. However, we 
would have to breach your confidentiality if you reveal intent to harm yourself or 
someone else.  
o We ask all workshop participants to respect the privacy of the session, but we 
cannot guarantee that group members will keep what people say during the 
workshop confidential.  
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Why Am I Here? 
Your Purpose for This Workshop  
 
 
1) When I think about the incident that brought me to this correctional center, the words that 
best describe how I’m feeling are: 
Example: Angry, Sad, Regretful, Relief  
a.) ___________________ 
b.) ___________________ 
c.)____________________ 
d.)____________________ 
Elaborate: 
 
 
 
 
 
2) What do I want to attend this workshop? 
Example: To get the certificate, to get things off my chest, to learn about addiction 
a.) __________________________________________________ 
b.) __________________________________________________ 
c.)___________________________________________________ 
d.)___________________________________________________ 
 
3. How defensive do you feel right now? Place an X on the arrow. 
 
I’m not defensive at all   Neutral               I’m feeling very defensive  
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You Can’t Live With ‘Em, Can’t Live Without ‘Em 
Reasons Why You Like/Don’t Like to Use Substances 
 
3) The top three reasons I like to drink or use drugs: 
 
1) _____________________________________________ 
2) _____________________________________________ 
3) _____________________________________________ 
 
 
4) The top three reasons I don’t like to use drugs or drink: 
 
1) _____________________________________________ 
2) _____________________________________________ 
3) _____________________________________________ 
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How Much is Too Much? 
Blood Alcohol Concentration (BAC) 
 
• What is BAC? 
BAC (or BAL = Blood Alcohol Level) is a way of measuring the concentration of alcohol in 
one’s blood stream at any point in time.  BAC has an effect on a person’s body, brain, and 
behavior. For example, A BAC of .10 percent means that an individual’s blood supply contains 
one part alcohol for every 1,000 parts blood. 
Alcohol’s effects are roughly predictable from the amount of alcohol in the bloodstream, 
assuming that no that no tolerance has been developed. The following list indicates what effects 
alcohol typically has at several Blood Alcohol Levels: 
 
• .02%  Light and moderate drinkers begin to feel some effect (about one drink). 
• .04%  Most people begin to feel relaxed. 
• .06%  Judgment is somewhat impaired; people are less able to make rational decisions 
 about their capabilities, for example driving. 
• .08%  Definite impairment of muscle coordination and driving skills. Increased risk of 
 nausea and slurred speech. 
• .10%  Although reaction time is affected after the first drink, there is a clear 
 deterioration of reactiontime and control at this level. 
• .15%  Balance and movement are impaired. Risk of blackouts, accidents, nausea, 
 passing out and hangovers. 
• .30%  Many people lose consciousness. 
• .40%  Most people lose consciousness, some die. 
• .45%  Breathing stops, death occurs. 
 
• *Note: these effects occur for people who have not developed a high tolerance for alcohol. 
For people with high tolerances, these effects may not occur until higher levels of 
intoxication. Heavy drinkers must therefore consume more alcohol to achieve the same 
effects as moderate drinkers which costs more money and is more harmful to the body. 
 
ONE DRINK = 4 ozs. wine; or 
1 cocktail; or 
12 ozs. beer; or 
1 oz. shot 
 
Let’s calculate your BAC on the next page. 
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Blood Alcohol Concentration Charts for Men 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Questions: 
 
1. What would your BAC be if you had 6 drinks in 2 hours?  
 
 
2. How many drinks would you need to have in order to stay under the .08 driving limit? 
 
 
3. At what point are you considered legally under the influence? 
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Tolerance  
 
• What is Tolerance? 
 
According to the National Institute on Drug Abuse (2007), tolerance is a state in which an 
organism no longer responds to a substance. A higher dose of that same substance is required to 
achieve the same effect.  
 
• Two Types of Tolerance: 
 
o Acute Tolerance:  Brain and Central Nervous System (CNS) decrease the effect of 
a given substance. E.g.,  long-time smokers develop tolerance to nicotine and have to 
smoke more cigarettes to get the same effect that they used to get from just one or 
two.  
 
o  Behavioral Tolerance: Adjusting one’s appearance, mannerisms, and behaviors 
to mask one’s drug use. E.g., chronic users are able to “appear sober” when presented 
with stress and then return to feeling “high” after the stress passes.  
 
Can Tolerance be Reversed? 
In most cases, yes. After the body has not had the substance for a long time, it loses some of the 
tolerance it had built toward it. For example, if you were used to smoking marijuana four times a 
day, but stopped smoking for a long period of time, you would experience a “high” after just one 
or two hits if you started smoking again.  
 
Tolerance is experienced differently for different substances, though.  It is considered ‘desirable’ 
to have a high tolerance for alcohol, but not so much for marijuana.  
 
• Have you given any thought to your level of tolerance?  
 
Substance : ________________ 
 
 
 
 
 
 
 
 
 
 
No Tolerance  Some Tolerance  High Tolerance 
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A Night Out 
Alcohol’s Biphasic Effect   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Questions:  
 
• What is the Cultural Myth about alcohol? 
 
• What do the thick and thin lines tell you? 
 
• Are you able to relate this biphasic effect to your personal experience with 
drinking?  
 
• Do you experience a similar effect when you use drugs? 
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The Road to Addiction 
Levels of Progression  
 
 
Describe what you think of when you hear the term “alcoholic” or “addict”. What thoughts, 
images, or feelings come to mind? 
 
• Alcoholic :  Traditionally thought of as someone who is dependent on alcohol and must 
abstain.  Based on a disease model of either being an alcoholic or not, no difference in 
degree. 
 
• Addict:  Someone who is dependent on drugs (e.g., crack cocaine, heroine).  This person 
may sell drugs, or perform illegal activities to get drugs because of their dependence. 
 
 
Is there a difference between “problem drinker/user” and being “alcoholic/addict” ? 
 
 
 Choice/Control Consequences 
 
Experimental -- -- 
 
Social Use    
 
Abuse     
 
Dependency  + 
 
 
Questions:  
 
• In which category would you place yourself right now?  
 
• Do you remember being in other categories? Why do you think you continued using?  
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When Have I Crossed the Line? 
Criteria for Substance Use Disorder  
 
 
Substance Use Disorder can be specified as Mild, Moderate , or Severe depending on how 
many of the following criteria you meet.  
 
Criteria  
 
_____ 1. Continued substance use resulting in failure to fulfill major role   obligations (e.g., work, 
school, home) 
_____2. Continued substance use in situations in which it is physically hazardous (e.g., driving, 
operating a machine) 
_____3. Continued substance use despite having negative consequences (e.g.,  
     arguments with spouse) 
_____4. Tolerance  
       a. A need for more of the substance to get the same effect  
b. Getting less effect  (e.g., high) despite using the same amount   of the substance. 
_____5. Withdrawal Symptoms 
_____6. Substance is often taken in larger amounts or over a longer period than was intended 
_____7. Persistent desire or unsuccessful attempts to cut down or moderate use of the substance  
_____8. A lot of time is spent getting the substance, using it, or recovering from its effects 
_____9. Important activities (e.g., social or recreational) are given up or reduced because of 
substance use 
_____10. Substance use is continuously used despite knowing that it makes physical or 
psychological problems (e.g., depression) worse.  
_____11. Cravings or strong desires to use the substance 
  
Questions  
 
• What do you think of these?  
• Are you able to identify any criteria that you have experienced already? 
 
 
How defensive do you feel right now? Place an X on the arrow. 
 
I’m not defensive at all   Neutral               I’m feeling very defensive  
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Have Substances Affected My Life? 
 
Alcohol and other drugs can cause problems in many different areas of your life.   
 
 
List any negative effects of your drinking or using in each of these areas in the space under the 
heading… 
 
 
 
Social 
or 
Family 
Academic 
or 
Professional 
Mental Emotional Spiritual Physical 
or 
Health 
Financial 
Lost 
friends 
Dropped out 
of college 
Depression Low self 
esteem 
Lost faith Weight 
Gain 
Lost my 
home 
       
       
       
 
 
• What are your thoughts on your responses? 
 
 
Now list the specific areas of your life that you would like to change:  
 
Social or 
Family 
Academic 
or 
Professional 
Mental Emotional Spiritual Physical 
or 
Health 
Financial 
Reconcile 
with 
friends 
Go back to 
school 
Happiness Increase my 
self esteem 
Go back to 
church 
Get 
healthier 
Provide for 
my family 
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I Hit Rock Bottom, So What? 
The Risks and Consequences of Tolerance 
 
Which of these consequences have you experienced? 
 
Short-Term     Long-Term 
____Passing out     ____Serious injuries 
____Hangovers     ____Serious health problems 
____Blackouts                ____Legal problems 
____Fights/Injuries     ____Financial problems 
____DUI or other tickets    ____Dependence 
____Higher risk of sexual assault ____Damaging relationships (e.g., family) 
____Regrets and embarrassment   ____Inability to function in major life roles 
____Vomiting      ____ Death of a loved one  
____Greater risk of infections (e.g., STDs, AIDS)  
____Impaired thinking, concentration and memory 
 
These consequences can be both immediate and long-term 
 
Questions: 
 
Which of the consequences listed above have you experienced? 
 
 
 
How would you know if your drinking/use was becoming problematic? 
 
 
 
 
Have you reached your breaking point?  
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“I Don’t Have a Problem” 
The Role of Denial  
Denial is the psychological process by which human beings protect themselves from things 
which threaten them by blocking knowledge of those things from their awareness. It is a defense 
which distorts reality; it keeps us from feeling the pain and uncomfortable truth about things we 
do not want to face.  
 
Types of Denial: 
 
• _____SIMPLE DENIAL: Simply denying having dependence. “I don’t have a 
problem.” 
• _____MINIMIZING: Admitting the problem to some degree making it seem much 
less serious than it actually is. E.g.,  "I had a couple but I was OK to drive," "It’s only 
weed, not meth."  
• _____RATIONALIZING: Making excuses or giving reasons to justify your behavior. 
E.g.,: "I can't sleep, so I drink or use pills." "I had a hard day and was upset.”  
• _____INTELLECTUALIZING or GENERALIZING: Avoiding emotional, 
personal awareness of an alcohol-related problem by using theories about your use, 
keeping it general and vague. E.g., "My family is alcoholic and I have the wrong genes."  
• _____BLAMING: Maintaining that the responsibility for the behavior lies somewhere 
else, not with us. E.g., "The cop was out to get me," or "I lost my job, that's what made 
me drink." 
• _____DIVERSION: Changing the subject to avoid feeling threatened. A common 
example of diversion is responding with a joke, such as "You wouldn't expect me to walk 
in that condition, would you?” when telling others about getting a DUI. 
• _____BARGAINING: Cutting deals or setting conditions for when things will be 
right to deal with the problem. E.g., "I'll quit drinking once I get married." "I'll quit when 
there is less stress at work."  
• _____PASSIVITY: Ignoring the situation, or being it's victim. E.g., "I've tried to quit 
before, but it's stronger than me." "There's nothing I can do."   
• _____HOSTILITY: Hostility occurs when the person becomes angry or very irritable 
when the subject of his drinking or using is mentioned, scaring or threatening people 
away from discussing it. E.g., “Back the __ off and mind your own business?” 
We all use denial.  It’s both automatic and progressive.  Which type of denial 
listed above do you find yourself using most? Check off the types of denial that 
you use the most in your life.  
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What Next?  
Moderation Planning vs. Abstinence 
 
Moderation Plan: 
 
• For some of you, thinking of a moderation plan for your substance is more 
conceivable than thinking of abstinence. However, you have to take into 
consideration all the risks and consequences that come along with making 
room for a relationship with a substance (particularly if it is controlled or 
illegal).  
• Make a moderation plan and share it with your partner (or the group). How 
many drinks? How many occasions per week? How many hours? How much 
money are you willing to invest? Who can keep you accountable? 
• Ask your partner to give you honest feedback about your plan. Is it safe or 
too risky? Is it challenging enough? Is it doable?  
 
Abstinence Plan: 
• For some of you, thinking of abstaining from a substance is easier than 
thinking of moderating. However, you need to have a plan in place to 
support your recovery.  
• Share your plan with your partner. How are you planning to stay abstinent? 
Are you active in a 12-step or other recovery program? Who is your support 
system? Who keeps you accountable (sponsor)? What are obstacles that can 
obstruct your recovery? 
• Ask your partner to share ideas about how you can remain abstinent. See if 
there are any resources between the two of you that you can exchange.  
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APPENDIX B: CONFRONTATION EXERCISES 
 
 
 
 
 Gauge the rapport in the room; only conduct confrontation exercises if sufficient rapport 
with the individual you are doing the exercise with has been established. 
 Before engaging in any confrontation exercises, assess for safety (e.g., “On a scale of 1 to 10, 
with 10 being the highest, how safe do you feel right now?”).  
 Invite the participant to engage in a confrontation exercise (e.g., “Can I challenge your 
thinking a little bit?” “Would you be willing to do a confrontation exercise with me?”) 
 Thank the participant; validate his perspective; normalize his performance during the 
exercise; process the outcome of the confrontation exercise with the participant (e.g., “How 
did it feel to be in this situation?” “I noticed you were getting agitated/emotional. What were 
you thinking/feeling?”) 
 Invite the other group members for feedback and open the experience up for discussion. 
 
1. Incongruences 
• Can incorporate into discussion on pgs. 12, 13 
o Prompts:  
 “I’m not done using.” 
 “My consequences have not been that bad.” 
 Point out incongruence in participant’s story.  
o “You just said you do not believe you have a problem with alcohol, yet you are 
also stating that you regret some of the things you have lost as a result of your 
daily drinking. How do you make sense of this?” Engage the group in giving 
feedback to the participant. 
o “You say your marijuana use is not problematic for you and hasn’t caused any 
real consequences and yet this is your third time being incarcerated for a 
marijuana-related offense. What sense do you make of this?” Ask the group to 
give feedback to the participant. 
 
2. Resolve/ Perceived Control 
 Can incorporate into discussion on pgs. 10,11 
o Prompts:  
 “I’m done using. Forever.” 
 “This time will be different.” 
 “I can control my use.” 
 “I have stopped using before and been fine.” 
 Confront participant’s perceived lack of control/certainty that they don’t 
have a problem with a particular substance.   
o Figure out a highly addictive substance that you are certain a participant would 
never use (e.g., meth, heroin). You may have to ask him/her if they have ever 
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used the substance. If they say they have, use a substance that seems ridiculous to 
them (e.g., cyanide, rat poison, jenkum). Once you establish the substance, push 
on them with questions (e.g., “Would you use it if it was free? If it was fresh? If 
we were drunk? If your significant other gave it to you?) to see if they are able to 
set strict limits on abstinence from that substance.  
o If they are, use this new information to challenge their leniency toward one 
substance, but not others (e.g., “You just told us that, under no circumstances, 
would you use heroin. It seems like you set a very strict limit for yourself with 
this drug. Why is it, then, that you say you don’t have the ability to say no to 
(drug of choice) if it has caused you so much trouble in your life?” Engage the 
group in giving feedback to the participant.  
o Confront the participants’ answers by comparing them to what they would be in 
“the real world.” For example, “It’s easy to be determined about saying no to all 
the options I’m throwing at you right now. Think about how you’re going to 
handle this kind of pressure beyond the walls of this jail.” 
 Confront the participant’s beliefs that his alcohol/drug use will be 
successful in the future (e.g.,  “I can moderate/ I don’t have a problem.”) 
despite evidence to the contrary.  
o “You say you’re not done using marijuana and that you’ll continue to use after 
you get released from jail. I’m going to challenge your thinking about this 
because, from what you’ve shared with us, using hasn’t worked out well for you 
in the past. It’s likely that you are going to face even more serious consequences 
if you don’t make some changes. What do you think about my comments?” 
o Ask the group to give the person feedback too. “Am I the only one that feels 
concerned for Billy? Tom, what do you think of Billy’s plan to continue using?” 
 
3. Awareness about Abuse/Dependence 
 Can incorporate into discussion on pgs. 10,11, 14 
o Prompts:  
 “I don’t have a problem with this substance.” 
 “They’re going to make marijuana legal anyway, I don’t see what the big 
deal is.” 
 “My whole family drinks.” 
 Confront participant’s beliefs about ability to dependence on a substance.  
o “You’re telling us that you don’t think you are dependent on (substance of 
choice), is that correct? According to the DSM-V criteria for dependence on this 
substance, you seem to be dependent. Additionally, the consequences you’ve 
experienced as a result of your use seem really severe (name a few of the ones he 
has shared). It seems to me that you are, in fact, dependent on this substance. 
What would it mean to accept that? What does everybody else think about what 
(participant) is sharing? 
 
 
4. Denial 
 Can incorporate into discussion on pgs. 12,13,14 
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o Prompts:  
 “I don’t have a problem with this substance.” 
 Confront participant’s denial about his use  
o “You seem to be using some of the types of denial we just covered in the 
materials. For example, you are minimizing the effect that drugs have had on your 
life when you say that ‘at least you’re not in federal prison.’ This is an example of 
minimizing.”  Also, when you said the cop was out to get you and that’s why 
you’re here, you blaming others and not taking responsibility for driving under 
the influence of alcohol, which is really dangerous to you and others. What do 
you think of this? What do others think of (participant)’s story?” 
 
 
Post-Confrontation Process: 
 Re-assess for defensiveness (e.g., “How do you feel about what just happened?) 
 Reiterate caring, concern, or genuine interest in participant’s success  
o “I would hate for you to experience even more consequences as a result of your 
use.” 
o “I want all of you to succeed.” 
o “I’m genuinely concerned; these exercises come from a place of concern for your 
safety…” 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
   120 
APPENDIX C: EVALUATION 
  
SIDE Workshop 
Evaluation 
 
Please take a few minutes to provide some feedback about the SIDE Workshop 
experience.  
 
 
                  Not Helpful                 Neutral                  Very Helpful 
 
1. How helpful was the education section?   1 2 3 4 5 
 
2. How helpful was the personal exploration?  1 2 3 4 5 
 
3. How helpful was the group discussion?   1 2 3 4 5 
 
4. How helpful were the confrontation exercises?  1 2 3 4 5 
 
5. How helpful were the personal reports?   1 2 3 4 5 
 
6. How helpful was the resource sharing?   1 2 3 4 5 
 
    
What did you like the best about the workshop? Rank the 5 things you liked the 
best. 
(1 is the best 5 is the least) 
 
_____  Education     
 _____  Group Discussion   
_____  Confrontation Exercises 
_____  Personal Reports   
_____  Resource Sharing  
_____  Personal Exploration   
 
 
What did you not like about the workshop? 
 
 
 
What would you have done differently if you were running the workshop? 
 
 
 
Other comments: 
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APPENDIX D: WORKSHOP INTERVIEW PROTOCOL 
 
Prior to the interview: 
● Introduce self and thank interviewees for their time and participation. 
● Restate the interview purpose, context, and intended uses of the information to be 
gathered. 
● Obtain informed consent. Assure individual confidentiality and encourage honest answers.  
● Ask for permission to audio record the conversation and take notes as needed. 
 
 1.  What was the workshop like for you? 
a. How safe/unsafe did you feel? 
b. How respected/disrespected did you feel? 
c. To what extent did you feel welcome? Heard/ignored? 
 
2. What do you remember most about the workshop? 
 a. What did you like the most/least? 
 b. Was there any part of the workshop that made you think about your substance use differently? 
  
3.  How satisfied were you with the workshop? 
a. Given the goals of the workshop, what do you think were the specific strengths of the workshop? 
Weaknesses? 
 b. Was it a positive or a negative experience for you? 
 c. Would you recommend the workshop to others? Why or why not? 
 
4. What did you think of the confrontation exercises? 
 a. To what extent were they helpful? 
b. Did you participate in a confrontation exercise? What were you thinking/feeling during/after the 
exercise? What did you learn from this experience? 
 
5. Are you currently receiving/ have ever received treatment for substance 
abuse?  
a. To what extent has the workshop influenced your desire to participate in treatment? 
b. Which treatment option that was discussed in the workshop are you interested in attending? 
 
6. To what extent do you think the workshop is meeting the needs of the  people 
at this jail? 
 
7. Personal Information (Optional) 
 a. Would you feel comfortable giving me information about your age and racial background? 
b. Length of current stay at this jail? 
 c. What is your current status (e.g., awaiting trial, probation, drug court, pending release)? 
 d. Have you been incarcerated in the past because of alcohol or drug related issues? How many times? 
 
8. Is there anything else that you would like to share about your experiences with SIDE 
Workshop? 
 
